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Foreword
Few people will disagree that one of the most topical areas in reproductive health
today is the consequences of induced and often unsafe abortion. Safe motherhood
initiatives continue to highlight the contribution of unsafe abortion to the persistent
high rates of maternal mortality and morbidity in sub-Saharan Africa. In some
countries, unsafe abortion is responsible for up to half of all maternal mortality and
morbidity, with adolescents constituting a significant proportion of those procuring
unsafe abortions.
In Kenya, concern about the problem of incomplete and septic abortion has
increased, particularly on the part of service providers who must treat women suffering
from the complications of poorly performed procedures. Debate about what can be
done to reduce the negative consequences of unsafe abortion ranges from highly
emotional and moral arguments to pragmatic policies and programs that seek to make
contraception widely available and safe abortion a viable option. Certainly it is a
debate that can be illuminated by reliable information from carefully designed studies
that document the situation as it actually is and not as people believe it to be.
In 1988, in response to requests for assistance from Kenyan policymakers, service
providers, and researchers, the Population Council embarked on a four-year
collaborative program, "Analysis and Documentation of the Problem of Septic and
Incomplete Abortion in Kenya," in order to document the magnitude and nature of the
problem of unsafe abortion. The program had two principal objectives. The first was to
assist Kenyan institutions in defining the major legal, policy, and programmatic issues
surrounding the practice of illegal and unsafe abortions. The second objective was to
provide Kenyan researchers with experience in utilizing a range of methodologies, both
quantitative and qualitative, to study the problem.
With assistance from the Population Council, researchers from the Centre for the
Study of Adolescence designed and implemented a package of eight studies. This
monograph provides a summary of the findings of these studies. It is hoped that
wide dissemination of this report will provide an impetus toward development of
appropriate policy and service programs to address the problem not only in Kenya,
but in the many other countries in the region and around the world facing the same
or similar situations.
Ayorinde Ajayi
Regional Director,
The Population Council

Nairobi, August 1996
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Background
The Population of Kenya
Kenya lies on the eastern coast of Africa, bisected horizontally by the Equator and occupying an area of
582,644 sq.km. including 11,230 sq.km. covered by water. Bordering Kenya are Ethiopia and Sudan to the
north, Somalia to the east, Tanzania to the south and
Uganda on the western front. 1
Fertility was high and stable an estimated eight
children per woman in 1979 until the early 1980s
when Kenya entered a demographic transition period.
The total fertility rate has now declined to 5.4 children
per woman. The population size, which was estimated at
8.9 million in 1963, increased to 16 million in 1979 and
21.3 million by 1989.2 It is estimated to have reached
27.5 million by mid-1995. This translates into annual
growth rates ranging from 3.0% in 1963, to 3.8% in
1979 (by then one of the highest in the world), and
back to 3.0% by mid-1995.3
Kenya's urban population increased from 7.8 percent
in 1962, to 15.3 percent in 1979, and is currently estimated at 27 percent. Overall, the large increase in population size in the country has been due to the interplay
of past and present levels of fertility and mortality.
The fertility decline has been attributed mostly to
the use of contraception, which doubled over the past 20
years from 17% to 33% in 1993. Mortality also has been
on the decline, with the crude death rate (CDR) moving
from 20/1000 in 1963 to 12/1000 in 1989, while infant
mortality (IMR) dropped from 120/1000 to 62/1000. Despite the decline in the population growth rate notably
between 1979 and 1995, the population structure remains youthful due to the relatively high fertility regime
experienced in the recent past and reduced rates of infant mortality.
The lack of appropriate data at various levels has
made it difficult to determine the precise level of maternal
mortality, although the current rough estimate of 365/
100,000 is considered undesirably high. Most of the maternal mortality is associated with inadequate obstetric
care and complications arising from unsafe abortion.4

Family Planning
In Kenya today, 60 percent of health services are provided through government hospitals, clinics and health
posts. The remaining 40 percent is available from private hospitals, clinics, and NGOs offering a variety of
health services. Of the 3,500 health facilities in the
country, 2,288 offer maternal and child health (MCH)
and family planning (FP) services.
Efforts in family planning in Kenya started as far
back as 1955 with private family planning associations
creating awareness and providing modern contraceptives
in a few urban centers. The National Family Planning
Program was launched in 1967. The operating strategy
for family planning under the 1967 framework was integration within maternal and child health (MCH) services. Reproductive health services, including family
planning, have come a long way since these humble beginnings. In 1982 the National Council for Population
and Development (NCPD) was established to guide the
formulation of policies and strategies, and to coordinate
population activities. Within family planning services the
emphasis is now being placed on childspacing as opposed to an earlier, and largely unsuccessful effort to
promote the small family norm.
The International Conference on Population and
Development (ICPD) has given added impetus to the reproductive health program in Kenya. New and emerging
issues such as adolescent health and access to the safe
management of abortion have come to the fore. A Kenya
Health Policy Framework has been launched to restructure provision of health services in the country, and is
now the guiding principle in health sector reform.
Abortion in Kenya
Under current Kenyan law, abortion is permitted only for
the preservation of the woman's life. Abortion is illegal
in Kenya as provided for in the Penal Code, Sections 158
to 160, and it is also illegal to publish any advertisement for drugs or appliances for the purpose of procuring an abortion (Pharmacy and Poisons Act, Chapter
244). Punishment for violation of the law is severe,
ranging from 14 years to life imprisonment. The provisions of the law on abortion seek to regulate a variety of

abortion techniques including menstrual regulation and
inducing agents.5
Although the abortion law is explicit, several loopholes exist that allow many "illegal" abortions to be performed in both public and private institutions. For example, many physicians provide abortions in
consideration of the "woman's health" rather than the
"woman's life." This is due in part to the difficulty in
accurately defining when a woman's life is actually in
danger because of pregnancy.6 The reality is that despite
the number of abortions performed daily, few cases are
brought to court and usually such cases are due to the
resulting death of a woman rather than for performing
the abortion per se. It could even be said that courts in
Kenya tend to be vague or lenient as they have
never interpreted abortion to be the destruction of
human life.
A recent review of abortion in Kenya by the editor
concluded that most lay people had little or no information about the abortion law or the loopholes that allow
legal termination of pregnancy without charge in government hospitals. This ignorance accounts, in large
part, for the many women who continue to seek out the
services of a clandestine, unsafe abortionist unaware
of the possibilities of help within public hospitals.
It is clear that ambiguity of the law itself and the divergence between the law and actual practice continue
to adversely affect the health of women by restricting access to both family planning and abortion services. The
degree of influence of the church in Kenya has made it
impossible for development of policies based on clinical/
scientific data. The church position, especially that of
the Catholic Church, is so entrenched that it has been
virtually impossible to start a dialogue between those
opposed and those in favor of more liberal abortion
laws. In between stand the silent majority, the many
Kenyans whose opinion has never been sought, most
of whom are probably unaware of the magnitude of
the problem.

The Unique Situation of Adolescents
As is the case in many African countries, population
policy surrounding the provision of education and ser-

vices to adolescents remains unclear. Sexual activity
among adolescents was first recognized as an area of
concern during the 1984 National Conference on Population which proposed the institution of a Family Life
Education (FLE) program to counteract the "erosion of
traditional values." The importance of FLE was reiterated by Kenya's President in 1989, but the use of contraceptives by young people was ruled out.
The fact that, according to 1989 census data, the
10-19-year-old group comprise 25 percent of Kenya's
population and constitute the fastest growing segment of
the population makes it clear that this is a constituency that
cannot be ignored. For example, the 1989 Kenya DHS noted
that the significant decline in fertility among Kenyan
women over the last decade did not apply to females in
the 15-19 age cohort declining by just 15 percent
among this group during the period of the survey as
compared with a 28 percent decline among women 2034. Some studies indicate that the birth rate among adolescent women has actually increased from 83 births per
thousand in 1962, to 152 per thousand in 1989 7
One of the reasons adolescents are not being
prepared for responsible parenthood today is the breakdown in traditional means of educating boys and girls
about sexuality and gender roles. In the past, under a
system where individual rights and sexual expression
were secondary to the welfare of the family and/or community, sex education was an integral part of everyday
communal activities. A system of taboos, rewards, and
punishments existed to ensure adherence to community
norms.8 Under the traditional system, parents rarely discussed these issues directly with their children. Rather it
was the role of aunts, uncles, or other community elders
to educate young people about the facts of life.
With the pressures of modernization, traditional sex
education practices are rapidly being abandoned but no
other system has been instituted in their place. There is
currently a great deal of debate within Kenya around the
introduction of an FLE curriculum in the schools with
FLE being vigorously opposed by a number of influential religious groups. 9 Many youth-serving organizations,
social and medical researchers, and service providers advocate not only the need to provide sex education but

the importance of making services for both protection
from pregnancy and prevention of sexually transmitted
diseases available to sexually active youth. It is unfortunate that thus far the debate does not include the
voices of young people themselves or of their parents,
teachers, and peers those in the best position to actually influence adolescent behavior.
An indisputable fact is that many teenagers are
sexually active, many young people are being exposed to
sexually transmitted diseases (STDs), including AIDS,
many adolescent girls are getting pregnant and, in
many cases, they are resorting to the use of unsafe abortion. The 1989 Kenya DHS found that 8.6 percent of all
15-19-year-old females were pregnant at the time of
the study. Further, in the Nairobi Birth Survey, 10 the incidence of teenage pregnancy in the capital city was reported to be 18.6 percent.
Sexual activity among young people is often
sporadic and opportunistic with neither boys nor
girls understanding the need or having the ability to
take precautions against either pregnancy or STDs.
The Kenya DHS 11 revealed that while 76 percent of
adolescent girls knew contraceptives existed, only four
percent said they had ever used a method. Thus
many of the pregnancies among young people are
unwanted or unplanned. The 1989 Kenya DHS further
revealed that 77 percent of unmarried pregnant girls
age 15-29 did not desire the pregnancy; even among
those who were married, 41 percent indicated that the
pregnancies were unintended.
Ferguson 12 found that most teen pregnancies occur
during school holidays, close to examination time, or
during the last year of either primary school or secondary school. For girls who find themselves pregnant,
abortion is a commonly sought solution, since, for pregnant girls, expulsion from school is almost inevitable.
Ferguson estimated that over 13,000 girls were obliged
to leave school in 1986 because they were pregnant a
course of action seriously detrimental to their future and
that of their children.
Young people who engage in unprotected sex also
run the risk of contracting STDs. Lema et al. 13 found
that 36 percent of pregnant women aged 15-24 in

Kenyatta National Hospital had at least one STD. Further
the HIV/AIDS epidemic continues to escalate in Kenya
with the number of AIDS cases reported among the 1524-year-old group increasing from 2,365 in 1985 to
9,776 in 1990. These figures are projected to escalate to
40,938 by the year 2000' 1 bearing in mind that cases
of HIV infection are always underreported.

The Case Studies
Why They Were Done
In early 1988, with financial support from the Population Council, a diverse group of Kenyan policymakers,
service providers, and researchers participated in a workshop to discuss the problem of abortion in Kenya. As a
result of the workshop, an ad hoc group continued to
meet informally and identified, as a priority, the need for
reliable information on the causes and consequences of
unsafe abortion in Kenya. At the time, little or no information of this type was available that could be used to
inform the implementation of public policies or the design of health delivery systems.
With financial support from the Swedish International Development Authority (SIDA), the Population
Council was able to provide support for a research
project entitled, "Analysis and Documentation of the
Problem of Septic and Incomplete Abortion in Kenya."
The goal of the project was to support a variety of studies that would document and analyze the nature and
magnitude of the social and health problems associated
with septic and incomplete abortion in Kenya. This information would then be used to assist Kenyan institutions in defining the major legal, policy, and
programmatic issues surrounding the practice of illegal
and unsafe abortion in the country.
A secondary objective of the studies was to provide
an opportunity for Kenyan researchers to utilize a range
of methodologies, including qualitative techniques such
as focus group discussions, an area that is often neglected in their formal training. A second phase of the

project, begun in 1991, increased the number of research projects to eight and broadened the scope of inquiry to look at who in a local community provides
abortion services and how to reach women at high risk
at the local level. Additional technical assistance was
provided to strengthen the program of the newly established Centre for the Study of Adolescence (CSA), and
the group continued to bring the subject of unsafe abortion to the attention of health providers, policymakers,
and the media.
How They Were Done
The Centre for the Study of Adolescence, with assistance
from the Population Council, commissioned a series of
eight studies designed to increase understanding of both
the extent and circumstances of abortion as it is currently performed in Kenya. As noted above, the study
process also provided an opportunity for Kenyan researchers to work with qualitative techniques that were
new to many of them. Therefore, the process was often
time-consuming with the need for considerable technical assistance, particularly in terms of analyzing and reporting the data. However, while the studies may bring
forward as many questions as they answer, they definitely present some clear direction in terms of where future research is required and offer important guidance
that can inform the development of operations research
initiatives to be tested in the field.
A one-day workshop outlining findings to date
from the various studies was held at the Lenana
Mount Hotel in Nairobi in November 1992. The meeting
was attended by both practitioners and policymakers
and recommended several strategies and related activities that the group felt must be presented to and
endorsed by communities and decisionmakers in
order to realistically face up to the problem of abortion
in Kenya.

Brief Summaries of the Studies
The first study in the series is a population-based sur
vey of secondary school girls in Kenya. The survey
was based on a sample of 10,314 girls from 17 districts
who filled out a self-administered questionnaire de-

signed to assess their knowledge, attitudes, and behavior
over a wide range of reproductive health issues. The
study provides a background for gauging the magnitude
of the problem of early adolescent sexuality in Kenya.
Adolescents engage in unprotected sexual activity with
very little accurate information, which they obtain
mostly from radio and from magazines. Among those
who are sexually active the majority (82.4%) have never
used any contraception and only a small minority of
their partners (8.2%) use condoms. When they get pregnant, almost as many girls proceed to abort the pregnancy (42%) as deliver the baby (47%). For those who
decide to abort, doctors and nurses provide the majority
of the pregnancy terminations, while a significant proportion (10%) induce the abortion themselves.
The second study is a hospital-based survey de
signed to show the epidemiology of abortion and
provide some indication of the cost of care of abor
tion patients. One thousand and seventy seven women
presenting in eight district hospitals with abortion or its
complications over a six-month period were interviewed
using a questionnaire. Their attending doctors were also
interviewed to obtain their opinion as to whether the
abortion was spontaneous or induced. Hospital records
were used to determine complications, length of stay in
hospital, and mortality rates. The study shows that more
than half of those who admitted to inducing the abortion were below 24 years of age and that most had induced the abortion after eight weeks of pregnancy. In
all, abortion cases constituted 13-52 percent of all gynecological admissions in the eight hospitals during the
period of the study, with two patients reported to have
died from complications.
The third study went further to examine the spe
cific circumstances leading to and surrounding the
decision to abort an unwanted pregnancy by ado
lescent girls. A combination of quantitative and qualitative methodologies were used to collect and analyze
data collected in the two phases of the study. In the first
(quantitative) phase, a sample of 77 girls aged 15-24
years who were pregnant at the time of the study were
identified and interviewed using a questionnaire comprising structured and open-ended items. Data was col-

lected on issues including sociodemographic characteristics, relationship with the men responsible for the
pregnancy, sexual and contraceptive practice, experience, and ultimate decisionmaking process regarding
the pregnancy. During the second (qualitative) phase,
in-depth interviews were conducted with 29 of the 77
pregnant girls involved in the first phase; six of the
girls were singled out as case studies. Focus group discussions were then conducted among several categories of participants, including five groups made up of
the pregnant young women participating in the study,
as well as nine groups consisting of participants selected from among members of the communities the
young women came from. An important finding, revealed in both the questionnaires and focus group
discussions, was the extent to which the response of
the women's partners (husbands or boyfriends) affected their decision whether to continue the pregnancy or seek an abortion. Familial attitudes and
support were also seen as influential.
The fourth study set out to explore the extent
and context within which termination of pregnancy was carried out among a predominantly
traditional people outside the modernizing influence
of urban society. The study was conducted among the
Maasai of Narok District in the Rift Valley, one of the
very few societies in Kenya that have preserved their
traditional ways and culture. The primary aim of the
study was to determine whether or not there were any
pregnancies that were regarded as "unwanted" among
the Maasai and, if so, what was the society's opinion concerning unwanted pregnancies and what, if anything, was
done about them. The study then set out to determine
the indications for and traditional methods used in
terminating an unwanted pregnancy and the characteristics of Maasai women who have an induced abortion.
It was clear that termination of unwanted pregnancies is performed (and probably common) in this
traditional Kenyan society and, although generally
deemed to be a bad thing, abortion appeared to be a
preferable alternative to carrying an unsanctioned
pregnancy to term. Here, as in Study No. 7 (below),
abortion is considered a woman's affair with appar-

ently no penalties inflicted for what is done privately to
resolve a problematic situation. Although the study had
originally hoped to interview abortion service providers
among the Maasai, termination of pregnancy is regarded
as so secretive and is done so discretely that no providers could be identified.
The fifth and sixth studies set out specifically to
gain an understanding of service providers' attitudes, and opinions about induced abortion. Medical personal are involved in all aspects of abortion from
caring for patients recovering from complications of incomplete or unsafe abortions, to providing advice and
counselling to post-abortion patients and, in some instances, to actually inducing abortions themselves.
The fifth study was designed to describe the knowledge, attitude, and practice of induced abortion among
nurses based in public and private health institutions in
Kisii district, while Study No. 6 set out to investigate the
attitudes of medical personnel in Nairobi to abortion
and post-abortion counselling. Both studies utilized
standard quantitative methodologies on a randomly selected sample of 208 nurses in the Kisii study, and 200
doctors, 26 clinical officers, and 200 nurses in the
Nairobi study. Data was collected with self-administered
questionnaires and analyzed through frequency distributions, cross-tabulations, and regressions.
Results of both studies reveal that medical personnel
are quite conservative in their attitudes toward abortion,
the majority advocating that abortion should remain
illegal in Kenya except when the woman's life is endangered by the pregnancy or the fetus is abnormal.
Doctors, however, appear to have a more positive
attitude toward abortion than nurses or clinical officers.
In general all agree on the importance of providing
post-abortion counselling and encouraging contraceptive use.
The seventh study was designed to show the links
between contraceptive use and abortion in Kenya
by interviewing 35 predominantly low income urban
women who had undergone an induced abortion. In order to adequately capture the social, emotional, and psychological aspects of the individual women's experiences
as well as the physical events, researchers adopted a case

study methodology using in-depth interviews. The study
found that the attitudes of peers and friends, as well as
their previous experience with contraception or abortion,
did influence the interviewees' decisions in these matters.
The opinions and experiences of family members, on the
other hand, appeared to have a minimal effect.
Study No. 8 was intended as an evaluative study
designed to assess the impact of a program of in
formation and services on the knowledge, atti
tudes, and reproductive health behavior of
university students after three years of exposure to the
intervention. Using self-administered questionnaires, a
survey of 1,615 first-year students was conducted in
1990. Family planning services were then introduced at
the university health center, with university wardens and
selected students being trained as counsellors. Despite
frequent strikes at the college during the period of the
intervention, an attempt was made to survey the same
students again in 1993 using a post-test questionnaire.
The results of the study provide ample evidence of the
importance of an appropriately designed program of
health interventions for sexually active young people for
the prevention of both STDs and unwanted pregnancies.
Further underscored was the need to identify approaches
that can be utilized by different groups to meet their
particular needs.

Lema and Njau report that 22.5 percent of female respondents knew of women who had terminated pregnancies in their community; among nurses in Kisii, 11
percent had actually provided abortion services to clients
while 9-2 percent stated that they themselves had had an
abortion. Magadi and Kuyoh report that 56 percent of
medical personnel surveyed in Nairobi had been confronted by a close friend or relative seeking termination
of a pregnancy.

Who Chooses Abortion in Kenya?
Previous profiles of abortion patients, mainly hospital
based, have found that most of the women were young
and single, either in school or unemployed, and not using
any method of contraception. Aggarwal and Mali noted that
84.4 percent of 610 abortion-related cases admitted to
Kenyatta National Hospital were aged 25 years or less, 16
while Kizza and Rogo 17 found that 46.5 percent of abortion patients in the same institution had secondary
school education and 44.7 percent a primary education
(the remainder had a college or university education).
However, an apparent change began taking place in
the profiles of abortion-related patients in the 1980s,
with older married women making up an increasingly
larger percentage of cases. Rogo 18 suggests that the reason for this transition is the deterioration of the
economy that has made most couples much more conscious of the constraints involved in bringing up many

Looking at the Findings
Table 1 gives comparative estimates of unwanted pregnancies and related mortality rates for all women of reproductive age in Kenya previously derived from
available demographic studies. 15 High prevalence of unwanted pregnancy and abortion have also been found in
qualitative studies by the other researchers. Khasiani and
Baker report that abortion is "widespread" and that
those women who turn up in hospitals are only the "tip
of the iceberg." Lema, Kamau, and Rogo report that
abortion formed 13.4-74.5 percent of all gynecological
admissions; among the traditional Maasai of Narok,

TABLE 1—ESTIMATED NUMBER OF ABORTION
CASES IN KENYA

Total population (1993)
Female population (50%)
Women of reproductive age (40%)

25m
12.5m
5m

Number pregnant (15%)

750,000

Estimated spontaneous
abortions (15%)

112,500

Estimated unplanned/
unwanted pregnancies (20%)

150,000

Estimated induced abortions
(50% of unwanted pregnancies)
Estimated abortion-related
deaths (at 2/1 OOP)

75,000
375 (min)
3,750 (max)

TABLE 2—WHO PROVIDES ABORTIONS IN KENYA?

Percentage of respondents citing provider
Lema, Kamau, and Rogo
(Case Study 2)
(N=115)

N. Kidula
in Kisii (Case Study 5)
(N=218)

Okumu and Chege
(Case Study 1)
(N=198)

7.8

73.5

43.9

42.6

53.2

27.8

na

63.5

na

Self

28.7

10.0

11.1

Nonmedical persons

14.8

39.0

Other

na

2.3

Not specified

6.1

na

na

100.0

na

99.9

Doctor
Other medical persons
Herbalists/witch doctors

children. Therefore, when faced with an unplanned
pregnancy, more women are resorting to abortion on
economic grounds. Given the status of the law and the
high cost of obtaining a "safe abortion" in the private
sector, financially strained women are forced to resort to
less expensive but also less competent abortionists or to
attempt to abort themselves. Not surprisingly, most studies have found abortion-related patients to be from the
lower socioeconomic classes. In terms of total numbers
this is probably correct, however it must be remembered
that women from higher social classes who can afford
"safe private services," rarely appear in the statistics.
Who Performs Abortions in Kenya?
The number of legally performed abortions in Kenya is
small. A major reason is the prohibitive law. But ignorance of the law on the part of most women (and many
medical personnel as well) and the economic gain to be
made by providers of abortion services make an important contribution. Rogo and Nyamu analyzed the records
of patients seen for abortion-related concerns at the
Kenyatta National Hospital between 1981-1984 and
found that only 58 cases had been admitted for legal
termination of pregnancy at a time when 7,000-10,000
cases of incomplete abortion were being treated
each year. 19 It is clear that someone is providing abortion services beyond those that have been legally sanctioned within the public hospitals.

4.0
13.1 (+Relatives)

Data on procedures that take place without
medical sanction are the most difficult to obtain. Several
studies reported here try to address the issue of
who provides these services mainly through interviews
or focus group discussions with hospital patients.
Khasiani and Baker identified a wide range of
practitioners, many of whom are hospital or health
sector workers, including doctors, clinical officers,
nurses, and subordinate staff. According to Kidula, 11
percent of nurses reporting having provided abortion
services to a client while Magadi and Kuyoh note an
unexpected degree of conservatism among medical
workers in Nairobi.
The issue of traditional practitioners providing abortion services is addressed by Lema and Njau in the
Narok study. Among the Maasai, although termination
of pregnancy is not condoned by tradition, abortions
were performed discreetly when a pregnancy was considered unwanted. This was done through either selfadministered herbs or by uterine massage performed by
female experts said to use their bare hands to "massage
the stomach" and "strangle" the fell is until it died (obviously something that would only be done in a fairly
advanced pregnancy).
Lema, Kamau, and Rogo report that self-induced
abortion is not uncommon and was practiced by more
than a quarter (28.7%) of patients admitted for complications related to pregnancy termination in the district

TABLE 3—METHODS USED FOR PROCURING ABORTIONS
% admitting to an
induced abortion (N=115)

Method used

No.

Insertion of foreign
bodies or instruments

31

27.0

Medical drugs

19

16.5

Traditional medicines
and herbs

12

10.4

Other (e.g. writing ink)
Total

1

0.9

63

54.8

hospitals studied. Methods used to bring about an abortion are listed in Table 3. 20
Public Opinion on Abortion
It is interesting to compare the responses of lay people
with the views of nurses as found in Kisii and among
health workers in Nairobi (See Table 4). A notable survey, as early as the 1970s, of public attitude toward abortion showed approval rates for use of abortion under
certain circumstances (see Table 4).21 Fifty-eight percent
of males and 32.0% of females in the study group approved of abortion in situations where the mother's
health was in danger; 14.0% of males and 8.0% of females approved of it if the woman is not married;
19.0% of males and 16.0% of females approved if the
woman was raped; 39-0% of the males and 32.0% females approved if the fetus was likely to be deformed.
For contraceptive failure, abortion was approved by
only seven percent of males and nine percent of
females surveyed.
In that study, over 95 percent of doctors, nurses, and
clinical officers reported that they approved of abortion
if the life of the pregnant woman was in danger
which is in line with the current law in Kenya. Fetal abnormality and rape were considered acceptable reasons
for an abortion by 55-84 percent of these health providers. Contraceptive failure had the lowest approval rating,
followed by social indications such as career or educational considerations.
Magadi and Kuyoh decry the generally negative attitude toward abortion they encountered among medical
personnel and recommend further qualitative research

TABLE 4—PERCENTAGE OF HEALTH WORKERS WHO APPROVE
OF ABORTION UNDER DIFFERENT CIRCUMSTANCES
Male

Female

Mother's health

58

32

Unmarried girl

14

8

Rape

19

16

Fetal abnormality

39

32

7

9

Indication

Contraception failure

to establish the genuine reasons behind these views, especially among nurses and clinical officers.

Discussion
The debate on abortion has intensified in the last few
years, not only regionally but globally. Different countries have chosen different approaches to deal with the
issue. Some choose to be silent on the matter, for political and social reasons. The information gathered in
these eight studies, however, reflects the magnitude of
the problem of unsafe abortion. The studies give a clear
indication of the extent to which abortions are being
performed outside of the official health establishment
and how often such procedures, even when induced by a
health professional, can be unsafe and result in serious
complications. In fact, these findings reflect just the tip
of the iceberg.
What is readily apparent from this research, and
verified in other settings as well, is the lack of adequate
information on abortion management, the limited skills
of service providers, and their lack of sympathy for
women treated for incomplete abortions. Despite the recognition that women often resort to abortion for personal and socioeconomic reasons, and the fact that
some providers admit that they themselves have resorted
to abortion in such instances, most health care providers
continue to state a belief that abortion is morally wrong.
The studies further underscore an almost universal
dichotomy between society's public posture on the sub-

ject and what people actually do. Even among a group
such as the Maasai, who still hold on to their traditional
cultural beliefs and values, abortion is condemned in
principle but accepted as a reality as long as it is carried
out surreptitiously and remains a woman's affair. Similar responses were obtained from health providers and
are also echoed within policy debates at the highest levels. Clearly this is an area where more research needs to
be carried out if appropriate interventions to educate
and change the attitudes of health professionals are to
be developed.
The system in place is such that even if a provider
wished to offer some help to these patients in order for
them to avoid another unwanted pregnancy, this is not
always possible. As a result, providers are failing these
women not once, not twice, but repeatedly a situation
that must be addressed in order to reduce the resulting
maternal morbidity. To this end a baseline survey was
conducted in 18 selected public hospitals in Kenya in
early 1995 on the perspectives of health providers toward
providing contraception to patients who have had an incomplete abortion. This study revealed that although 86
percent of respondents felt that such information should
always be provided to such patients, only five percent
said they were actually providing it.
A pilot project to test approaches for integrating
family planning services with post-abortion care, using
six different models, has been initiated in six Ministry of
Health hospitals (four provincial-level and two districtlevel) in Kenya. It seems clear that the integration of
such services could help not only to refine the current
level of knowledge and skills among health providers.
It would also maximize the meager resources (equipment, staff, finances) available for improving the
quality of services rendered to abortion patients and
reduce the number of repeat abortions. 22
Despite the fact that it is possible to obtain a legal
and safe abortion under a broad interpretation of the
current law, it is very clear that few people in Kenya
health workers included are aware of the legal status
of abortion in the country. The ambiguity of the law
may be a contributing factor to this state of affairs.
In view of this, there is a need not only to review and

reform the law and decriminalize abortion in the
country but, in the meantime, to make health care providers and the public aware of where, and under what
circumstances, pregnancy termination is already possible
in Kenya.
The role of sexuality, including reproductive health
and contraception, cannot be sufficiently emphasized.
The lack of knowledge on this subject, and also the lack
of understanding of the male-female power dynamics in
Kenyan culture have been clearly demonstrated in some
of these studies. This is reflected in the diverse influence
of family members, friends, and peers as well as
the men responsible for unwanted pregnancies on
women's decisions whether to abort or to take the
pregnancy to term. Power relations are also reflected in
men's attitudes and women's perceptions of men's attitudes toward contraceptive use; for example, men's
fear that their partners may become promiscuous if they
use contraceptives. At the same time, women have expressed their bitterness about sexual experiences where,
for example, if a woman is "not in the mood" she is
threatened by her partner with infidelity if she refuses
his advances. A better understanding of sexuality and
gender roles in Kenyan society is a prerequisite for program planners and policymakers, if any headway is to
be made in improving the quality of reproductive health
services, including the management of incomplete abortion at various levels throughout the country.
Most of the women studied who had had an abortion, whether complete or incomplete, had been to a
health provider of some kind, so clearly a large number
of abortions are being performed by some level of medical personnel. Yet, in many cases there are still complications. While the lack of appropriate skills and
experience among some of the providers may be a contributing factor, it could also be a reflection of negligence on their part or of their negative and uncaring
attitudes toward patients seeking abortion. In other
cases, problems could result from a lack of proper
equipment or training that result in improvising or
modifying proper evacuation procedures. Training and
updates on the management of abortion on a broad
scale would help to eliminate some of the complications

observed in these studies. Refurbishment and upgrading
of facilities for managing incomplete abortions could
also play a significant role in improving the care of
such patients.
There are specific groups that clearly require special
attention, and a key one is adolescents. In these studies
two issues among adolescents come out clearly. In one
of the studies it is reported that about 40 percent of secondary school girls had their first coitus as the result of
coercion or force. This is a large number and there is a
need to develop strategies that will prevent the occurrence of such incidents. A number of girls also reported
having their first sexual encounter before beginning
menstruation, not realizing that they could in fact conceive at that point in their lives. It was evident that they
were ill informed at best and in many cases totally ignorant about human sexuality. The sources of information
on sexual matters that they cited were primarily the media and friends even though it is well known that the
media often present incorrect or incomplete information
and that their friends are usually as poorly informed as
they are. Although some cited parents as a source of information, it is not clear what was actually discussed
and only about one-third reported that schools were offering any form of "sex education."
The lack of knowledge about sexuality and reproduction, and the lack of ability to act when there is
knowledge, puts young girls at significant risk of unwanted pregnancy and the consequences of unsafe abortion. It is, therefore, necessary for the country to pilot
different approaches to address the needs of adolescents,
especially in terms of sex education. This should include
a focus on the information presented in the media, parent-child communication about sexual issues, the extremely low proportion of schools offering any type of
instruction on sexuality and human reproduction, and
the inability of adolescents to act on information and
knowledge when it is available.
Finally, to avoid unwanted pregnancy, contraceptive
services are crucial. Currently the Ministry of Health, under the new Population and Development Policy, is
working toward improving the policy guidelines for providers of family planning services. In light of recom-
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mendations from the World Health Organization (WHO),
most medical barriers to contraception that existed in
the previous guidelines (1991) have been removed. However, as noted above, much more needs to be done to
meet the needs of adolescents. In addition, there is a
need to enhance use of emergency contraception specifically use of the contraceptive pill when there has
been exposure to the risk of an unwanted pregnancy.
This post-coital method would offer women an important new option in the case of contraception method
failure, rape, or coerced sex, or any incidence of unplanned, unprotected intercourse. Availability of emergency contraception could potentially result in a
significant reduction in the number of women having to
resort to abortion in the case of an unwanted pregnancy.
The studies presented here are not only of interest in
and of themselves, but serve to point out the direction
for further research that is required if the high levels of
morbidity and mortality associated with unsafe abortion
are to be reduced in Kenya and throughout much of
sub-Saharan Africa.
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CASE STUDY 1

A Study of Knowledge and
Attitudes on Reproductive
Health and Sexuality Among
Female Adolescents in
Kenyan Secondary Schools
Mary Okumu and Isabella Chege

Objectives
The main objective of the study was to ascertain the level of knowledge about and attitudes
of adolescents toward issues of reproductive
health, and, in particular, the pattern of sexual
activity and contraceptive use among girls attending Kenyan high schools.

Design and Methodology
A survey in 17 districts of Kenya, involving
10,314 secondary school girls in forms 1 to 4,
was conducted in September 1992. The districts were selected on the basis of ethnicity,
using data from the Kenya Population Census
1979 Volumes I and II of the Central Bureau
of Statistics, to ensure equitable representation
from all of Kenya's major ethnic groups. Each
participant voluntarily filled out a comprehensive, self-administered questionnaire on
knowledge and attitudes about reproductive
health, sexual activity, and contraception. A
representative sample of students was recruited from schools in each district using
standard clustered sampling procedures. Data
from the questionnaires were entered into two
DBase III files which were later merged for
data editing. 1 Analysis was done using SPSS/
PC using frequencies and cross-tabulations.

Results
Profile of Respondents

The profile of respondents is presented in
Table 1.1. Although the girls range in age
from 12 to 24 years, the mean age of those
surveyed was 17.2 years. Over half (58.4%)
came from four ethnic groups, Kikuyu, Luo,
Kalenjin and Luhya, and 86.8% stated that
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they were Christian. At the time of the study,
68% of the girls were attending co-educational
schools and 32% were in girls-only schools:
63% were boarders and 33% were day-scholars.
Forty-one percent were attending government
schools, 31% harambee schools, 21% mission
schools, and 5% were enrolled in private institutions. About two-thirds (67%) of the respondents reported having repeated at least one
class, 96% while in primary school. And while
only 13% of the girls rated themselves academically as "A" students and 42% considered
themselves "B" students, 68% of all respondents stated that they wished to attain a university education.
During the 10 years preceding this survey
more than half (58.3%) of the respondents
had lived predominantly in rural areas, 17% in
urban areas, and 25% in both urban and rural
areas. Eighty-one percent regularly spent their
school holidays with one or both parents.
About 94% of the girls' parents were married,
4% were divorced, and 1% had never married
at the time of the study.
Knowledge of Reproductive Health
and Sexuality

As shown in Table 1.2, over two-thirds of the
girls did not have correct knowledge about the
fertile days of the menstrual cycle, and 27%
had no knowledge at all of the fertile period.
Furthermore, 81% did not know the origin of
bleeding during menstruation and 76% (not
shown) did not know that sexual intercourse
prior to the onset of menstruation could result
in pregnancy.
Whereas the girls' basic knowledge of common STDs was quite high (93% knew gonorrhea is curable and 95% knew avoiding
intercourse with an infected person is the best
precaution against contracting STDs), there
was a disturbing ignorance on many important aspects of STDs, including AIDS. Although
almost all the girls (93%) knew that AIDS can
be spread from one person to another and that
heterosexual vaginal intercourse is the leading
mode of HIV transmission in Africa, nearly
half did not know that anal sex is also an

important route of transmission while 84%
thought mosquito bites could spread the infection. In addition, only 35% of respondents
knew that condom use could prevent the
transmission of HIV/AIDS while 50% knew
that having multiple sexual partners is an
important risk factor, and a third of the girls

TABLE 1.1—PROFILE OF
RESPONDENTS

Age range
Mean age
Median/mode

12-24 years
17.2 years
1 7 years
Percentage

Age groups (N=9518)
11-14 years
15-19 years
20-24 years

3.3
90.4
6.3

Religion (N=9910)
Christian
Muslim
Other
None

86.8
2.4
10.3
0.5

Ethnicity (N=9966)
Kikuyu
Luo
Kalenjin
Luhya
Other

19.7
14.8
13.3
10.6
41.6

Type of school
Co-educational (N=9953)
Girls-only

67.6
32.4

Boarders (N=9997)
Day
Not stated

63.2
33.0
3.8

Government (N=9707)
Harambee
Mission
Private
Not stated

41.0
30.8
20.8

4.6
2.9

Class representation (N=9968)
28.4
Form 1
25.6
Form 2
24.7
Form 3
20.9
Form 4
Residence in preceding
10 years (N=9957)
Rural
Urban
Rural and urban

58.3
17.0
24.7

Parents' marital status (N=8694)
94.6
Married
4.6
Divorced
0.8
Never married

(33%) thought that cleaning the vagina immediately after sexual intercourse reduces the
risk of contracting HIV/AIDS. In addition,
when asked whether teenagers are safe from
AIDS, 47% responded yes and 44% no.
As to their source of information on sexuality and reproductive health, only 38.7% of the
girls stated that their school offered sex education. Overall, as shown in Figure 1.1, 45.8%
reported that magazines and newspapers were
their most important source of information on
sex-related matters with radio, television, and
films rated secondary in importance as information sources. Individuals who the girls considered the most important sources of
guidance on sex-related problems were mothers (32.3%), followed by teachers (15.5%).
Sexual and Health Practices of
Adolescents
The mean age of first menstruation for all respondents was 14.3, with a median of 14. Of
all the adolescents surveyed, 34.3% reported
that they had ever had sexual intercourse. Of
this group, the mean age at first coitus was
14.7 years with a median of 15 years. Figure
1.2 shows that 35.7% of sexually experienced
girls had their first coitus by age 14, while
5.5% reported having had sex at age 10 or less.
By age 17, 90% of sexually experienced girls
had lost their virginity. At least 47.6% of girls
who first experienced coitus at age 14 or below
had not started menstruating at that time,
while among girls who had sexual intercourse
by age 10 or less, at least 98.8% had not menstruated before first coitus.
Nearly half (47.9%) of sexually experienced
girls had their first coitus while in primary
school, rising to 71.1% by the first year of secondary school. Of those attending co-educational schools, 36.5% had already had sexual
intercourse at the time of the survey, as compared to 29.7% attending girls-only schools.
The most common site of first coitus was at a
friend's house (71.1%) while 15% took place
in the "bush" and 5.7% at their parent's house.
The majority (68.6%) stated that they had
their first coitus with boys about their own

TABLE 1.2—KNOWLEDGE OF FERTILE DAYS OF MENSTRUAL CYCLE AND
SOURCE OF MENSTRUAL BLEEDING
Percentage
When is a girl likely to become pregnant? (N=9777)
During periods
Immediately after periods
Immediately before periods
Mid-cycle
Don't know
Other

6.9
13.7
22.1
28.5
27.1
1.7

What is the source of bleeding during menstruation? (N=9727)
Ovaries
Fallopian tubes
Uterus
Vagina
Don't know
Other

53.0
5.6
19.4
11.6
9.9
0.5

FIGURE 1.1—SOURCES OF INFORMATION ON SEX-RELATED MATTERS (N=9687)
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FIGURE 1.2—AGE AT FIRST COITUS (N=3086)
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FIGURE 1.3—AWARENESS THAT CONDOMS PREVENT AIDS, BY FREQUENCY OF
PARTNER CONDOM USE
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15-19 age group, and 22.6% among women
20-24.
Although 43.3% of all respondents knew
that condom use can prevent the transmission
of AIDS, and 89.6% knew that AIDS is incurable, only 8.2% of sexually experienced girls
stated that their male partners always used
condoms. A further 20.5% said their partners
sometimes used them, while 47% never used
them. Figure 1.3 shows that the partners of
those girls who were aware that condoms prevent the transmission of AIDS were more likely
to always use condoms (11.9%) than the partners of girls (5%) unaware of the risk.
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Pregnancy and Pregnancy Outcome
Never use
condom
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condom
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FIGURE 1.4—PROVIDERS OF ABORTION SERVICES (N=198)
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age, while 25.7% stated it was with older boys;
only 3.2% said their first intercourse was with
adult males. Nearly a quarter (23.8%) claimed
to have been forced and 17.6% tricked into
having sex by their partner.
Of the sexually experienced girls, only
17.6% had ever used contraceptives. Among

Myself

Relative
Nonmedical
person

Other

contraceptive users, the oral contraceptive pill
was the most common modern contraceptive
(47.8%) followed by the IUD (10.9%) and injectable contraceptives (7.1%). As expected, the
proportion of sexually active girls who have
ever used contraception rises with age, from
11.8% of girls 11-14 years? to 16.7% of the

Seven percent of the sexually experienced girls
said they had ever been pregnant. Of these,
42.4% reported that they had aborted, 46.2%
delivered, and 11.4% were pregnant at the
time of the survey. Of those who aborted, doctors performed 43-9% of the procedures while
11.1% were self-induced. Nonmedical personnel and family members were among the
17.1% of "others" reported to have assisted
with the termination (see Figure 1.4).
Age. As expected, the likelihood of pregnancy increased with age, with 15% of women
in the 20-24 age group having ever been
pregnant, as compared to 6% of the 15-19 age
group and 3-6% of those 11-14 years old.
However, younger girls were much more likely
to have had an abortion; 45% of girls aged
15-19 who had been pregnant had an abortion as compared to 27% of those aged 20-24
years. Conversely, women who were 20-24 at
the time of the survey were more likely to
have delivered (70.3% as compared to 42.2%
of those aged 15-19 years). Older girls were
also more likely to drop out of school to have
the baby rather than seek an abortion.
Contraceptive Use. Of those respondents who
said they had been pregnant at least once, 36.5%
had ever used contraceptives in contrast to
16.4% of those who had never been pregnant.
Among the 42.4% who aborted, there was no
difference according to contraceptive use, but
girls who carried their pregnancy to term and

TABLE 1.3 PREGNANCY OUTCOME BY TYPE OF SCHOOL
Status of students (%)

Type of school (%)
Mixed

Girls only

Abortion

39.0

52.5

35.3

50.0

Delivered

50.3

33.9

54.9

37.1

Pregnancy outcome

Boarder

Day scholar

10.7

13.6

9.8

12.9

TOTAL

100%

100%

1 00%

1 00%

N

177

102

124

Currently pregnant

59

TABLE 1.4 IDEAL ACE FOR ADOLESCENT GIRLS TO START CONTRACEPTING
AND PLAN FOR MARRIACE
Ideal age to plan
for marriage
(N=8689) (%)

Ideal age for girls to
start contracepting
(N=6560) (%)

Age groups
<10 years

0.8

0

11-14

7.6

0.1

15-19

49.5

7.7

20-24

23.7

33.4

25-30

16.6

55.3

1.8

3.5

>30 years

FIGURE 1.5—IDEAL AGE FOR GIRLS TO START HAVING SEXUAL INTERCOURSE
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delivered were half as likely to have used
contraceptives than girls who had aborted.
Type of School. Girls who attended a coeducational school were more likely to have

16-18 years

19-t-years

In school (N=978)

been or currently be pregnant. Three-quarters
(75.1%) of the girls who had been or currently
were pregnant at the time of the survey attended a co-educational school as compared

to 67.6% of all respondents. Furthermore,
54.2% of those who had ever been pregnant
attended boarding schools as compared to
65.7% of the total sample. In terms of pregnancy outcome (Table 1.3), it is evident that
those who attended girls only anoVor boarding
schools were more likely to abort if pregnant
than to deliver. Thirty-nine percent of the
pregnancies among attendees of co-educational schools were aborted, compared to
52.5% of pregnancies among girls attending
girls-only schools. Exactly half (50%) of the
boarders who found themselves pregnant
aborted, compared to 35.3% of day scholars.
Attitudes and Opinions on
Reproductive Health and Sexuality
When asked how important it is for a girl to
be a virgin at the time of marriage, 76.5% of
respondents said it is very important. However,
this response conflicted with the answer to the
question, is it all right for teenage girls to have
sex? Eleven percent responded that it was right
for any teenage girl to have sex, rising to 33%
if the girl is not in school. Age mates were the
recommended sexual partner, with younger
boys being the least favored.
The majority of girls believed that 19 years
or over is the ideal age to commence sexual intercourse, especially if the individual is not in
school (Figure 1.5). Furthermore, when asked the
age at which a girl should plan to marry, onethird (33.4%) said 20-24 years and just over a
half (55.3%), said 25-30 years. However, when
asked the ideal age at which adolescent girls
should start using contraceptives, about half
(49.5%) said between 15 and 19 years, while
42.1% cited 20 years and over (Table 1.4).
As shown in Figure 1.6, when asked what
they would do if they found out they were
pregnant, only 9% of the girls said they would
seek to terminate the pregnancy. Forty-two
percent said they would leave school to deliver
the baby (i.e. drop out). The remainder
(40.8%) were unsure what they would do. Figure 1.7 also shows that the proposed course of
action differed according to whether the respondent had been sexually active or not, with
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FIGURE 1.6—WHAT WOULD YOU DO IF YOU FOUND YOURSELF PREGNANT NOW?
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FIGURE 1.7—PROPOSED ACTION IF FOUND THEMSELVES PREGNANT NOW BY
AGE OF RESPONDENTS
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Discussion
As in all surveys of this type there is a high
probability of underreporting of sexual activity
among the girls. For instance, although about
67.1% of the sample was 17 years and older and
90% of the sexually active girls had sex by the
age of 17, only 34.3% of the total sample admitted to ever having had sex. However, despite such
inconsistencies, it is still possible to determine
some trends from the survey findings.

40
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11-14 years

those who had had sexual intercourse more
likely to say they would seek to terminate the
pregnancy (13%). This percentage rises even
further, to 21.3%, for those who have ever used
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aborted were much more likely to propose
another termination (35%) should they again
get pregnant as compared to 24% of all those
who had ever been pregnant or 9% of all respondents. However, those who had previously
delivered were more than half as likely (14%)
to propose a termination and nearly twice as
likely to propose a delivery as those having
had an abortion. Of those who had previously
delivered, 62% said they would do so again. Of
those who have had an abortion, 32% said
they would deliver, as compared to 42% of all
respondents. Younger girls were more likely
than older girls to say they would seek to terminate the pregnancy as opposed to leaving
school to deliver or get married.
Despite these figures, 58% of the girls
agreed that once a school girl is pregnant she
should not be allowed to continue her schooling as she will be a bad influence on others
and not be alert at school; she should stay at
home and care for the baby. Fifty-one percent
also believed that school boys responsible for
such pregnancies should be dismissed from
school (which is not currently the practice.)

Don't know

15-19 years

Other

20-24 years

contraception, and again to 23.7% for respondents who had ever been pregnant.
For the subgroup of girls who had ever
been pregnant, those who had previously

Reproductive Health and
Sexuality Knowledge
Clearly, there is a lack of basic information on
reproductive health and sexuality, leading to
incorrect, partial, or no knowledge at all on
certain issues. Only 38.7% of the respondents'
schools offered any "sex education." Therefore,
it is not surprising that 76% of the girls did not
know that sex prior to the onset of menstruation could lead to pregnancy while 47%
thought teenagers were safe from AIDS. Maga-

zines and newspapers were reported to be the
most important source of information on sexrelated matters even though the media is often
notorious for its incomplete and incorrect coverage. It is important to note here, however,
that 82.1% of the girls reported that they felt
comfortable discussing issues related to their
sexuality and reproductive health and 72.7%
said that their parents were helpful in providing guidance on sex-related issues.
Sexual Intercourse and
Contraceptive Use

While around three-quarters of the girls
(76.5%) said it was very important for a girl to
be a virgin at marriage (with 88.7% saying the
ideal age to plan for marriage was between 20
and 30 years), when asked the ideal age a girl
should start using contraceptives, 49.5% said it
is between 15 and 19 years. Therefore, attitudes about the value of virginity at marriage
appear incompatible with the age recommended to start contraception and quite contradictory considering that 34.3% of the
sample said they were no longer virgins, 90%
having experienced coitus by age 17. However,
it is also important to consider that 41.1% of
girls who had experienced coitus claimed to
have been forced or tricked into having sex;
47.6% had sex before they started menstruating. Such factors could certainly contribute to a number of unwanted adolescent
pregnancies.
The relatively low condom use among the
girls surveyed is also notable. Among the sexually experienced girls, only 28.7% stated that
their male partner(s) either always or sometimes used a condom. This figure falls to 8.8%
of all girls surveyed. The results further show
that the probability of a girl's partner(s) always or sometimes using a condom increases
if she is aware of the preventive action of the
condom against AIDS. Considering that only
43.3% of all the respondents knew that
condoms prevent AIDS, there appears to be a
significant knowledge gap which has direct
implications for condom use and female
sexual health.

Pregnancy

When asked what they would do if they found
out they were pregnant, 8.5% of all the respondents claimed they would seek a termination.
This figure increased if the respondent had
ever had sex (13%), had ever used a contraceptive (21.3%) and/or had ever been pregnant (23.7%). Similarly those in the younger
age groups were more likely to suggest a termination, (11% of 11 to 14 year olds and 7%
of 20 to 24 year olds). The survey found that
7% of sexually experienced, and 2.2% of all
respondents had ever been or were currently
pregnant. Furthermore, those who had ever
been pregnant were three times more likely to
have ever used contraceptives than those never
pregnant. Of all reported pregnancies, 42.4%
had ended in abortion. Those girls with some
history of pregnancy and contraceptive use
were 1.41 times as likely to abort than those
with no contraceptive history. Conversely, girls
with a pregnancy history who had never used
contraceptives were 1.5 times more likely to
deliver the baby than ever- and current users.
In interpreting these results it is important to
consider that it is not known whether the
pregnancy occurred during method use or not,
nor is it known what really determines a delivery outcome, i.e., whether it is a willful choice,
the result of hopelessness, or an indication of
a lack of alternatives.
As might be expected, respondents from coeducational and/or day schools were more
likely to have had sex and more likely to have
experienced a pregnancy than girls in boarding schools. However, in the event of an unplanned pregnancy, girls attending single-sex
or boarding schools were more likely to abort
than carry the pregnancy to term.

1 Of the 10,314 girls surveyed, only 9,997 cases
were usable due to data editing and software constraints.
2 The 11-14 age group was not included by
method type due to small numbers.

CASE STUDY 2

Experience of Women
Presenting with Abortion
Complications in
Eight District Hospitals
Valentino Lema, Koigi Kamau, and
Khama Rogo

Objectives
The main objective of this study was to estimate the extent of cases related to complications of abortion and to determine the
characteristics of women presenting with
abortions, whether spontaneous or induced,
in district hospitals in Kenya. The study was
also intended to document the type and severity of the complications and assess the
impact of abortion admissions on the
health and medical services provided in
these hospitals.
Design and Methodology
Women presenting with an abortion or its
complications in eight district hospitals in six
of Kenya's eight provinces were interviewed
over a period of six months, from October
1988-March 1989. Only patients whose gestation period was less than 20 weeks' and
who consented to be included in the study
were interviewed by trained research assistants using a pretested questionnaire. Interviews were conducted after evacuation of
the uterus or initiation of treatment and before discharge from the hospital. Attending
doctors were requested to give their opinion
on whether they thought the abortion was
induced or spontaneous, based on the medical and social history, evidence of trauma to
the uterus, cervix or vagina, evidence of
pelvic or peritoneal infection, presence of
foreign bodies in the genital tract and excessive bleeding. Upon discharge, the patients' records were reviewed to determine
duration of stay, treatment received, and
outcome. A total of 1,077 respondents participated in the study.
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Results
Profile of the Respondents
Table 2.1 provides a profile of the respondents.
Their ages ranged from 14 to 52 years old,
with a mean age of 25.5 years. Three-quarters
of the women were less than 30 years old, with
teenagers representing 15.2% of the total, and
almost three-quarters (73-5%) were married.
The majority were Christians (89.5%), with
over half (51.8%) Protestant and slightly more
than a third (37.7%) Catholic. Only 2.3% were
Muslims.
Approximately one half (52.0%) of those
surveyed had completed primary school, while
17.6% had no formal education at all. Slightly
more than a quarter (28.6%) had completed
secondary school and only 1.8% had a university education. Most of the respondents reported being unemployed (60%) or self-employed (17.5%). A few were employed as
office or factory workers (7.8%), domestic
help (3.5%), or were still in school (4.6%). Not
surprisingly, income levels were very low with
the vast majority earning nothing (63.9%) or
less than 1000 KSh. (approximately U.S. $20)
per month. Only 10% had a monthly income
of over 1000 KSh.
Induced vs. Spontaneous Abortion
This study attempted to distinguish between
induced and noninduced abortions by asking
the patients themselves and by clinical assessment from the attending physician. As expected, the proportion of patients who
admitted to having induced the abortion was
low (10.7%), while the proportion assessed by
the physicians to have induced an abortion was
15.7% still significantly lower than reported in
most of the literature. However, of the 962 patients who said the abortion was not induced,
almost one-third (32.4%) said they had not
wanted the pregnancy, which suggests a significant degree of underreporting by patients.
Overall, more than one-third (38.4%) of all
women presenting with an abortion or its
complications stated that they had not
wanted the pregnancy. For this study, the
patient's statement was relied upon: a
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TABLE 2.1 PROFILE OF
RESPONDENTS
1 4-52 years
25.5 years

Age range
Mean age

All respondents N=1077
No. (percent)
Age groups
<20 years
20-24 years
25-29 years
>30 years
Not sure

16
363
276
266
8

Religion
Catholic
Protestant
Muslim
Other

406 (37.7)
558 (51.8)
25 (2.3)
88 (8.2)

(15.2)
(33.7)
(25.6)
(24.7)
(0.8)

Marital status
Married
Divorced/separated/
widowed
Single

38 (3.5)
248 (23.0)

Highest education
level attained
No formal education
Primary school
Secondary school
College/university

190 (17.6)
560 (52.0)
308 (28.6)
19 (1.8)

Occupation
Unemployed
Self-employed
Office/factory
employee
Domestic help
In school/In college
Other
Not specified

791 (73.5)

646 (60.0)
189 (17.5)
84
38
49
65
6

(7.8)
(3.5)
(4.6)
(6.0)
(0.6)

case was listed as induced only if the pa
tient volunteered that she had sought to
terminate the pregnancy.

Profile of Patients Admitting
Abortion was Induced
Of the 115 patients who admitted to having
induced the abortion, more than half (53-0%)
were under 24 years of age, with a quarter
(24.3%) below age 20; one-third (34.0%) were
aged 30 and above. As shown in Table 2.2, the
majority were single women (70.4%) Only 20
percent reported being married at the time
they were admitted into hospital. (This is in

TABLE 2.2—PROFILE OF PATIENTS
ADMITTING TO HAVING
INDUCED ABORTION
Induced abortion cases
_____________No. (percent)
Age groups
<20 years
20-24 years
25-29 years
>30 years
Not sure
Marital status
Married
Divorced/separated/
widowed
Single
Contraceptive use
Pills
IUD
Injectable
Condoms/spermicide
Natural family
planning

28 (24.3)
33 (28.7)
15(13.0)
39 (34.0)
0 (0.0)
23 (20.0)
11 (9.6)
81 (70.4)
17(56.7)
5(16.7)
1 (3.3)
4(13.3)
3 (10.0)

contrast with the marital status of all 1077
respondents, where almost three-quarters were
married and only one-quarter single.) Approximately half (52.1%) had more than secondary school education; the other half had
primary (40.0%) or no education at all (7.9%)
Although the majority (85.2%) of these
women stated that they knew of a method of
contraception, at the time of the pregnancy
only a quarter (26.1%) reported using contraception. Of these, more than half (56.7%) were
using oral contraceptives, 16.7% used an IUD,
while 13-3% used condoms or foaming tablets.
Ten percent reported using some form of
natural family planning (abstinence, withdrawal), while only one patient (3.3%) had
used injectables.
As shown in Fig. 2.1, the majority of the
admitted induced abortions (42.6%) were initiated by paramedical personnel while almost
one third (28.7%) were self-induced, and
14.8% were provided by nonmedical personnel. It is noteworthy that doctors provided almost 10 percent (7.8%) of these abortions, and
yet they were still followed by serious complications requiring hospitalization.

(75.9%) paying less than 500 KSh. Only 10.4%
of the patients had paid more than 1000 KSh.
This is hardly surprising considering the age and
socioeconomic status of the respondents and the
methods used for procuring the abortion. It also
reflects the relatively low proportion of doctors as
providers of the abortions.

FIGURE 2.1—WHO PROVIDES ABORTION?
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TABLE 2.3— INDUCED ABORTION CASES AS A PROPORTION OF
TOTAL HOSPITAL AND GYNECOLOGICAL ADMISSIONS

Abortion cases

District hospital
PCEA
Chogoria
Kitui
Kisii
Nyahururu
Bungoma
Kajiado
Malindi
Total

Total
(no.)

All hospital
admissions

Admitted
inducing
Total
abortion (%) (no.)

Induced
Abortion
(%)

Gynecological
admissions
Total
(no.)

Induced
abortion
(%)

129
117
143
174
179
63
108
164

47
3
13
9
10
6
1
26

5,146
3,531
11,111
3,811
6,103
1,384
2,516
na

0.91
0.08
0.12
0.24
0.16
0.43
0.04
na

250
416
1,070

na

na

512
149
145
na

1.95
4.03
0.69
na

1,077

115

33,602

0.26

2,542

3.15

Considering the proportion of abortions
that were induced either by the patients themsejves or by nonmedical personnel, it is hardly
surprising that the majority (56.5%) were induced at home. 2 Approximately one-third
(32.2%) took place in a hospital or clinic, presumably initiated by medical personnel. An
equal proportion were reported to have been
induced in an office (0.9%) or in the bush/
shamba (garden) (0.9%). (Figure 2.2)
In the majority of cases (45.2%) the method
used to procure the abortion was unspecified.
However, in 27% of cases the abortion had

18.8
1.92
1.21

been induced by inserting instruments, gadgets, or other foreign objects in the genital
tract. Less frequently, patients had ingested
common drugs (16.5%), such as antimalarials,
sometimes in overdose. In one case, the patient
had ingested writing ink. Traditional medicines and herbs were used in 10.4% of cases.
Fees Paid for Abortion Services
The fees paid for abortion services by the 82
patients who had not induced the abortion
themselves ranged from 50 KSh. to 3000 KSh.
(approximately U.S. $1-$60) with the majority

In order to estimate the burden imposed on
the hospital services by cases of admitted
induced abortion during the period of the
study, the total hospital admissions for all illnesses as well as gynecological admissions were
recorded. Table 2.3 shows that cases of induced
abortion represented 0.26% (2.6 admissions per
thousand) of the total hospital admissions and
3.15% of gynecological admissions in these hospitals. However it is important to remember that
these are only cases of admitted induced
abortions and thus the actual case load is
considerably higher.
Complications and Treatment Received

Almost all of the admitted induced abortion
patients required evacuation of the uterus
(96.3%) and antibiotic or antibacterial therapy
(100%). In addition, more than one-third required a blood transfusion (38.9%) or intravenous fluids (29-4%) either because of shock, or
following laparotomy. Six patients (3.7%) required laparotomy due to trauma to the genital tract or to drain pelvic abscesses. Approximately one-tenth (9.1%) required other forms
of treatment to remove foreign bodies from
the genitalia or to repair vaginal or cervical
tears. Several patients required more than one
form of treatment.
Duration of Hospital Stay and
Outcomes
The duration of hospitalization for all patients
ranged from one to 86 days, with a mean of
three days. The majority (74.6%) were hospitalized for three days or less with one-quarter
admitted for only one day. Almost 10% of the
admitted induced abortion patients (9.1%) were
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FIGURE 2.2—WHERE IS INDUCED ABORTION PERFORMED?
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hospitalized for more than one week as compared to only 2.1% of all those surveyed.
There were two maternal deaths (0.2% of
all the abortion patients), one from each of the
two groups, giving an overall mortality rate of
1.9/1000 for abortion admissions. Analyzed by
type of abortion, the case fatality rates were 6.1/
1000 among admissions admitting to inducing
the abortion and 1.1/1000 among the others.
Laparotomy to repair or remove injured
pelvic organs or drain pelvic abscesses was
performed more frequently in the group admitting to induced abortion than in the spontaneous abortion group.

Summary
This study gives an indication of the magnitude of induced abortion and its complications
in Kenya's district hospitals which are referral
centers for the rural areas. The estimate of induced abortion provided by this study is obviously a gross underestimate given that only a
small fraction of induced abortion cases end
up in the hospital and those that do are the
ones with severe and intolerable complications
requiring hospitalization, antibiotic therapy,
and sometimes surgery.
Furthermore, because of the illegal and
clandestine nature of abortion, women frequently are unwilling to admit to having ter-
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2.6
Other

Unspecified

minated a pregnancy. This study shows that
although only about 10.7% of the women admitted to having terminated the pregnancy,
the real figure may range from 15.2%, based
on the attending doctors' assessment, to 38.4%
based on the proportion of all respondents
who reported not wanting the pregnancy and
not expecting to get pregnant when they did.
Clearly, termination of unwanted pregnancy is
a common occurrence in Kenya, even in the
rural areas.
This study also provides information on the
characteristics of the women who were affected by induced abortion. Although the
young, poor, unmarried, and students were
predominate in this group, pregnancy termination is obviously practiced by women irrespective of their age, socioeconomic status, or
religious affiliation. Where there is a demand,
there will be a supply. In the case of admitted
induced abortions, various untrained providers
appeared to meet most of the demand, often to
the detriment of the woman's health. The
methods used and the fees paid for the procedure indicate the desperation of women who
find themselves with an unwanted pregnancy.
The relatively high proportion of women
who reported that they were using a method
of contraception when they became pregnant
is of concern. If these are contraceptive

method failures, it does no credit to the family
planning program that these women have had
to resort to clandestine abortion. Also disturbing is the high proportion of women who had
not wanted to get pregnant but still had not
used a contraceptive method. Is it possible that
this group of women rely on abortion as their
contraceptive? But perhaps most disturbing is
the proportion of respondents who reported
that the abortion was induced by a "doctor"
yet ended up with complications requiring
hospitalization. Whether this was due to faulty
procedures or to the "doctors" not being actually qualified is impossible to say. What this
study does show is that the clinical burden of
induced abortions in Kenyan hospitals is high
in terms of the hospital resources required to
care for the resulting complications.
1 The commonly accepted definition refers to abortion as termination of pregnancy before the 28th week
of gestation, before which time the fetus is not considered to be viable. However, with improvement in
medical science, antenatal care, delivery1 services, and
neonatal care, increasing proportions of younger fetuses have been blown to survive. The currently held
definition and the one used in this study, regards
abortion as termination of a pregnancy of less than 20
weeks or fetal weight of less than 500 grams.
2 The choices available on the questionnaire were:
In a hospital/clinic; In a home; In an office; In the
bush/shamba; and, Other. II is not clear if "in a
home" refers to the patient's home or a maternity/
nursing home generally operated by paramedical staff.
It is possible that this distinction was not sufficiently
understood or made by all patients.

CASE STUDY 3

Unwanted Adolescent
Pregnancy: Who Chooses
Abortion and Why?
Ruth Oniang'o

Objectives
The overall objective of this study was to examine specific factors that lead young women
to choose a particular course of action when

faced with an unwanted pregnancy and to
better understand the decisionmaking process
involved in determining whether to abort or
continue the pregnancy. More specifically, the
study objectives were to determine:
the knowledge and attitudes of young
women and their communities about
abortion;
the factors that influence the decisionmaking process of women faced with an
unwanted pregnancy;
the steps in the decisionmaking process
taken by women faced with an unwanted
pregnancy.
Design and Methodology
The study utilized both quantitative and qualitative methodologies. Emphasis was placed on
the circumstances surrounding and leading to
abortion as an option in dealing with an unwanted pregnancy. Seventy-seven women aged
15 to 24 years who had experienced an unwanted pregnanq', or were currently experiencing one, were identified at three study sites:
Kenyatta National Hospital (KNH), 27; Pumwani
Maternity Hospital (PMH), 25; andjamaa Home,
25. A questionnaire was administered to all 77 respondents to collect information, including respondents' socio-demographic characteristics,
pregnancy and contraceptive history, and their
ultimate decision-making process regarding the
index pregnancy.
To obtain the qualitative data, in-depth interviews were held with 29 of the young
women who had participated in the initial
survey (9 from Kenyatta Hospital, 10 from
Pumwani Hospital, and 10 from the Jamaa
home). The objective was to gain greater understanding of the decisionmaking process
they had undergone when faced with an unwanted pregnancy and the ensuing outcome.
A number of focus group discussions
(FGDs) were also conducted with specific target audiences:
Five FGDs were conducted with young
women drawn from the 77 key respondents in the study. Participants in two of
the FGDs were taken from the identified

respondents at Pumwani Maternity Hospital who had accepted their pregnancies; participants in the other three were
from among respondents at Jamaa Home
who were carrying unwanted pregnancies but planned to give the child up for
adoption.
Two FGDs were conducted with a total of
16 male and female youths, aged 16 to
19, in Nyeri. All were single and in Forms
3-4 in school. None had personal experience with pregnancy. Males and females
participated in separate groups for the
purposes of this study.
Three FGDs were held with a total of 15
adult community members in Kiambu
district, while in Nyeri a total of 33 community members participated in four
FGDs. Participants included teachers
(27%), community elders (26%), health
workers (25%), church leaders, and
women's group members.
Nyeri and Kiambu were chosen as sites for
the FGDs because they represent the communities where many of the young women who
participated in the survey lived. Issues investigated during the FGDs included community
perception of unwanted pregnancy, known
means of procuring abortion, consequences of
abortion, and possible intervention strategies.

Results
Profile of Respondents
The distribution by type of pregnancy and
study site is shown in Table 3.1. At Kenyatta
National Hospital, 27 young women who had

an abortion were identified at the time of the
study. At Pumwani Maternity Hospital, 25
young women were identified who had an
unplanned and initially unwanted pregnancy,
but had made a decision keep the baby. The
25 young women encountered at Jamaa Home
at the time of the study had an unwanted
pregnancy and did not or could not keep the
baby, but had decided on adoption rather than
abortion.
The mean age of the respondents was 18,7
years. The mean age for first sexual intercourse was found to be 16.3 years, with a
mean of two sexual partners. Nineteen of the
girls (24.7%) had been pregnant before, and
90.9% had never used contraception. While
45-5% had some secondary education, most
had at least some primary education. Although the vast majority claimed that the
pregnancy had interfered with their future aspirations (93.4%), over half (53.3%) had either
low or no clear aspirations. At the time of conception, three-quarters reported living with at
least one parent.
Of the Kenyatta Hospital respondents, only
16 admitted trying to induce an abortion but
medical staff suspected this to be true for another six girls. Of the 25 respondents in Jamaa
Home, 10 (41.7%) reported that they had considered abortion. Over 50 percent of these two
groups had been educated to the secondary
school level, compared to 16 percent of the
group who decided to continue the pregnancy
and raise the child (Pumwani group). These
women were all single with 50 percent or less
of the men responsible offering them support.

TABLE 3.1 RESPONDENTS BY TYPE OF PREGNANCY AND STUDY SITE

Type of pregnancy

Study site

Unwanted pregnancy leading to
to abortion
Unplanned pregnancy, but
accepted
Unplanned pregnancy,
unaccepted but not aborted

Kenyatta National
Hospital (KNH)
Pumwani Maternity
Hospital (PMH)
Jamaa Home (for single
mothers/adoption)

Number of
respondents
27
25
25
Total = 77
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TABLE 3.2 RESPONDENT CHARACTERISTICS IN THE THREE STUDY SITES
Study site
Indicators

KNH (27)

Relationship with partner
Total married
Married after conception

0

PMH (25)

Jamaa (25)

18 (72%)

9

15 (60%)
5

0

Secondary education

15(55.6%)

4 (16%)

13

Previous pregnancy

0

(36%)

(52%)

11 (40.7%)

8 (32%)

Man responsible aware of situation

8 (29.6%)

7 (28%)

Man responsible offering support

8 (29.6%)

4

6 (37%)
2(12.5%)

2 (8.3%)
5 (20.8%)
7 (29.2%)

Source of support
Sister or brother
Mother
Parents
Aunt
Other
None

For the Pumwani respondents, half of those
who were now married said they did so after
conception, apparently to legitimize the pregnancy. Of the Kenyatta group, 40.7% had experienced a previous pregnancy, compared to
32% of the Pumwani respondents and none of
those in the Jamaa Home group.
Knowledge of Abortion
All the respondents who completed the indepth interviews were aware that abortion was
an option for dealing with their situation. "/
tried to abort but it failed many times."
"Tt)ere were other ways of getting rid of the
pregnancy by yourself."
The same respondents were aware of, or
were advised on how to procure an abortion,
ranging from self-induced ("I tried with
Malaraquin tablets") to getting professional
help from medical practitioners. The majority
reported that if they had a better understanding of their bodies at the time, they might
have been able to avoid becoming pregnant.
The majority of community members participating in the FGDs said that abortion
among young girls is a frequent occurrence.
They knew when, how, where, and who was
likely to seek abortion. They were also conversant with possible health risks such as infection, infertility, bleeding, or death. Most felt
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1 9 (70.4%)

and comfort her." "Abortion is irritating. It is
so ridiculous! Why should girls abort.'.'"
However, the participants also clearly acknowledged that in "some cases" a young
woman might have no alternative to abortion,
for example in cases of rape or incest, or if she
were unable to support herself and the baby.
"The baby becomes a burden, you can't do
anything freely."

(1 6%)

2(12.5%)
3(18.8%)
3(18.8%)

that young people needed more accurate information about their bodies and more guidance
from parents. Most of the youths who participated in the FGDs also knew where to get
abortions, who performs them, methods, cost,
and the possible consequences.
Attitudes Toward Abortion
All the FGD respondents felt that abortion was
not the appropriate alternative to take when
confronted with a crisis situation. They gave
reasons such as "abortion is bad and can
kill" and advised that it was "more dangerous
and painful than giving birth." "Go through
with the pregnancy as abortion is dangerous
and painful." "There should be no abortion
because there is a place like Jamaa Home
where you can be loved and encouraged."
During the FGDs, the majority of community members reported that abortion was not
an appropriate choice for girls with unwanted
pregnancies because it is and has always been
against the culture and religion. "Parents feel
that abortion is a sin, and they are hurt
when their daughters choose to abort."
The majority of the youths who participated
in the FGDs also reported that abortion was
not the appropriate course of action for a
young woman who finds herself with an unwanted pregnancy. "We should accept her

Factors Influencing Decisionmaking
The in-depth interviews revealed a number of
common factors influencing the girls'
decisionmaking process:
Fear of parents often left girls in a vulnerable position as family members frequently felt disappointed or disgusted on
learning of the pregnancy. The girls had
to look for confidants elsewhere and often made crisis decisions without parental support. "My father actually abused
me and sent me away from home."
In other cases, where parents/relatives did
provide support, they often made the decision
for the girl without considering her opinion.
"The matter was discussed without me"
• The general view expressed by community members during FGDs was that
pregnancy outside of wedlock is immoral. The family, especially the mother,
is viewed as irresponsible for failing in
their/her duties.
Economic dependency and missed opportunities were often tied to parental reaction. All respondents described unwanted
pregnancy as one where girls could not
support themselves if they were still in
school. Such types of pregnancies could
only become "accepted" if they resulted
in marriage. "When I think back on the
experience, I really find it hurting be
cause all along my education, I longed
to be a teacher like my mother"
• A final influencing factor was the attitude
of the men responsible for the pregnancy.
Among those who had an abortion, a
minority reported having boyfriends who
played a role in the decisionmaking pro-

cess and/or gave assistance. However,
among those who came to accept their
pregnancies, a majority of the men responsible had provided financial and/or
moral support. Therefore, it appears that
in a situation in which no support from
the father was forthcoming, the girls
were more likely to seek abortion.
Community members who participated in
the FGDs felt that the major factors influencing a girl's decision to abort or keep the baby
were the presence or absence of familial support and the girl's financial situation. "Wefeel
that the economic burden placed on the
family is second to the difficulties encoun
tered by the girls"
During FGDs with youths, they felt that the
primary factors influencing a young woman's
decision to abort were the support of her family or lack thereof and the financial burden it
would place on the young woman and/or her
family. Furthermore, they felt, as did the
young women, that if the family accepted and
acknowledged the pregnancy, a young woman
was more likely to keep the baby.
Decisionmaking Process
Among the young women interviewed who
had aborted, other than boyfriends, a girlfriend, relative, or neighbor were noted as being involved in the decision to abort. For the
respondents from Jamaa Home, relatives most
often provided assistance, while the group that
went on to keep their babies reported getting
support from spouses and partners. Boyfriends,
aunts, or friends were frequently consulted
prior to turning to their parents. "I knew that
my parents would be sad and very angry. I
wanted to talk to my auntie, but I knew she
would tell me to talk to my parents and I
was not ready, so 1 waited."
In FGDs among the subsample of young
women taken from all three group of key respondents, the majority of the girls who decided to keep their babies had discussed the
pregnancy early on with their relatives and
boyfriends and had received positive support.
Partners were, in fact, said to have played a

significant role, encouraging them to keep the
baby. "My partner has played an active role,
he has even gone and talked to my parents."
However, those who were in Jamaa Home
who chose adoption stated their boyfriends
had either left them or they were not sure of
the current status of the relationship. "My
partner has done nothing and I feel bad
about it"
Consideration of Abortion

The reasons for considering abortion given by
young women who participated in the indepth interviews who had decided to terminate
the pregnancy included:
not ready for marriage
not wanting a baby
famer too harsh
wishing to continue with education
boyfriend not ready for marriage
boyfriend left
Advice to Other Young Women
Almost all those participating in the in-depth
interviews who had chosen to abort said they
would never wish to go through the experience again and said they would advise anybody
else not to attempt it. They recommended that
young people consult books and reading materials to gain information on reproductive
health, including family planning. "If I were
to advise someone in a similar situation, I
would advise her to have the baby even if it
means going through problems. 1 would
advise her against abortion because had her
mother aborted her, she couldn 't be there."

duced abortion at Kenyatta Hospital tended to
have at least some secondary education and,
while boyfriends had either run off or were
offering no help, relatives were supporting the
girls. This is in contrast to the respondents
from the Pumwani site, who tended to have
less education but were either married or had
a boyfriend providing support. The importance
of the response of the baby's father to the
pregnancy in determining its outcome is reinforced by data from the in-depth interviews
and FGDs. Support from the father emerged as
an important factor influencing the choice
whether or not to have an abortion. Other determining factors included familial support or
lack thereof, fear of parents' reactions, attitudes of the community, financial situation,
and missed opportunities, especially education.
Participants in FGDs (made up of respondents,
community members, and youths) commented on the need for closer parental support in face of an unwanted pregnancy and
urged parents to play a role in educating and
informing young people how to prevent such
occurrences. The need for community education and family planning information and services was also commonly mentioned.

CASE STUDY 4

Abortion in Kenya: A
Traditional Approach to
Unwanted Pregnancy
Valentino Lema and Wangoi Njau

Summary
The typical respondent of the study was, on
average, 18.7 years old, experiencing her first
pregnancy, with no history of contraceptive
use. The mean age at first intercourse was 16.3
years and the average length of time between
initiation of sexual intercourse and onset of
pregnancy was two years. The majority of
young women were single, living with at least
one parent, and had low or no career aspirations. Respondents who had undergone in-

Study Objectives
This community-based study was conducted
among the Maasai people of Narok District in
order to determine if there are unwanted pregnancies within this traditional society and to
explore the extent to which pregnancy termination is carried out. Specifically, the study
sought to determine the following:
what types of pregnancies are regarded
as unwanted by the Maasai and what is
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their opinion of unwanted pregnancy
and abortion
the reasons for and the methods used for
terminating unwanted pregnancies
the characteristics of Maasai women who
have induced abortions and of those who
provide abortions

FIGURE 4.1—REASONS FOR TERMINATING PREGNANCY (N=40)
100

Design and Methodology
The study was conducted in three sites
(Nairegia Enkare, Mosiro, and Ntulele) in
Narok District over a five-month period between April and August 1990. Qualitative
methodologies were used as they are generally
more appropriate for exploring and describing a
sensitive subject such as abortion in a traditional
and conservative society. Since this was the first
known study on pregnancy termination to be
done in this community, there was no documentation available on how widespread the practice
was or whether it would actually be possible to
identify anyone who would admit to having
terminated a pregnancy or assisted in procuring
an abortion. Therefore, great flexibility was essential in exploring this issue.
The study was conducted in two phases. In
the first phase, "key respondents" from the
community were identified and interviewed to
gauge the magnitude of the problem and to
indirectly identify some service providers. A
total of 120 respondents, 80 females and 40
males, participated in the first phase in which
a structured questionnaire was administered
by trained research assistants who were fluent
in the local dialects, followed by informal interviews with open-ended questions. Respondents were selected largely by chance. All
Maasai living in the three locations of Narok
district who were willing to be interviewed
were recruited into the study.
In the second phase of the study, focus
group discussions were conducted among two
groups of Maasai women to supplement the
information gained through the formal and
informal interviews. One FGD consisted of six
young, single women; the other group included an equal number of older, married
women. Data from the formal interviews were
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Extramarital
affairs

Lack of
support

analyzed to determine the socio-demographic
characteristics of the respondents and to identify women known to have terminated an unwanted pregnancy in the community.
Data from the informal interviews and focus group discussions are summarized and
presented in a descriptive and narrative form.

Results
Profile of Respondents
The ages of the female respondents ranged
from 18 to 80 years, while the males were between 20 and 60 years of age. Most respondents (62.6% of females and 80.0% of males)
were married.
There were some widowers (15.0%) and a
number of widows (32.5%) among those interviewed. Single women (3.8%) were young girls
who were still in school or had just finished
school.
The majority of respondents had no formal
education at all (78.8% of females and 80% of
males). Interestingly, 17.5% of the females had
completed primary education while none of
the males had. On the other hand, 15 percent
of the males had completed adult education
while none of the females had.
Nearly one-quarter (22.5%) of the female
respondents said they knew women who had

Still in
school

2.5

Denied
Woman
uncircumcised responsibility

terminated pregnancies in their community
and among them they mentioned 40, although it is possible that some of women may
have been mentioned by more than one respondent. According to the respondents, the
ages of the 40 women ranged from 17 to 47
years with a mean of 26.6 years; more than half
(57.5%) were reported to be age 25 years and
less. The majority (87.5%) were reported to be
married, while 11.0% were single. None of them
was reported to be a widow or divorcee and
only one was separated from her husband.
Reasons for Terminating the
Pregnancies

Of the married women, it was said that all had
conceived as a result of extramarital affairs
and almost all of them (94.3%) were said to
have terminated the pregnancies for fear of
retribution from their husbands. One woman,
who was separated from her husband, had terminated her pregnancy because of lack of support. She could not bring up the child on her
own and had opted for termination of the
pregnancy although paternity was unclear.
Of the four single women, one had terminated the pregnancy because she was uncircumcised and it is taboo to bear a child while
uncircumcised, two had aborted the preg-

nancy because they were still in school, and
the fourth woman had terminated the pregnancy because her "boyfriend" had denied responsibility and abandoned her on learning
that she was pregnant.
Contrary to expectations, it was not possible
to identify and interview abortion service providers directly as none of the respondents
would identify a provider in their community.
Because of the secretive nature of abortion
practice among the Maasai, the researchers
were given the impression that disclosing the
identity of a provider was an indication that a
woman had benefited from providing the services. Nevertheless, from the informal interviews with respondents, the researchers
learned that the majority of abortions were induced by the women themselves. Only in a
minority of cases was a provider involved. The
provider was almost invariably an older
woman, usually a traditional healer in the
community, who has had children of her own.

Unwanted Pregnancies
Definition and Prevalence of
Unwanted Pregnancy
According to the respondents in both the
structured interviews and focus group discussions, there is some variation in what is considered an unwanted pregnancy by one individual
or family and by another. Whether any one particular pregnancy is unwanted or not depends
very much on the woman's immediate family.
The reaction of and actions taken by the larger
community in turn depend on the family's reaction to the pregnancy and the circumstances surrounding it. For example, if a woman conceives
as a result of an extramarital affair and the husband does not mind (i.e., he accepts the pregnancy and the baby), the clan and/or
community will take no action against the
woman, the pregnancy, the child, or even the
man responsible. If, on the other hand, the husband rejects the pregnancy, it is automatically
regarded as an unwanted pregnancy. Then the
husband either is appeased and accepts the pregnancy, therefore forgiving the wife, or refuses to
accept it and she is punished appropriately. Like-

wise, whereas one family may ostracize their
young uncircumcised pregnant girl, another family may decide to circumcise the girl immediately
and marry her off as a way of "legitimizing" the
pregnancy and subsequent birth. Respondents
identified five broad categories of pregnancies
generally regarded as undesirable and therefore
unwanted in their community:
1. Pregnancy of a young uncircumcised girl.
2. Pregnancy of an unmarried, circumcised
girl.
3. Pregnancy occurring during the period
of breastfeeding.
4. Pregnancy resulting from extramarital
affairs.
5. Pregnancy resulting from other socially,
and/or culturally unacceptable sexual relations (e.g. incest, rape).
Respondents said that, based on information passed down for generations, unwanted
pregnancies have been known to occur in the
Maasai community. However, they contend
that it is not possible for anyone to estimate
the prevalence of the problem because only
the woman really knows who the (biological)
father of her child is. They admitted that cases
of unwanted pregnancies have been reported
within their community and that these cases
are now more common among young unmarried girls. With education and improvement in
communication, such cases appear to be subjectively more prevalent now than before.
Community's Attitudes Toward
Unwanted Pregnancy

As described above, the Maasai have rules and
regulations regarding sexual relationships either outside or within marriage. Traditionally,
these rules were meant to prevent undesirable
or unacceptable pregnancies that are considered taboo. The Maasai have very negative attitudes toward a woman carrying an unwanted
pregnancy but their attitudes and opinions
vary depending on the particular situation.
Pregnant Uncircumcised Girl (Entapai)
Circumcision is regarded as a very important
milestone in the life of any Maasai girl, and

an important occasion for her parents. Respondents emphasized that pregnancy before
circumcision is absolutely unacceptable and
should by all means be avoided. The Maasai
believe that an uncircumcised girl (entapai) is
still a child and therefore should not have
sexual relations or deliver a baby. If such a
girl engages in prohibited sexual relations and
gets pregnant, the community believes that:
She has brought shame to her parents
and to the community as a whole.
She has no respect for her parents, especially her father.
She has denied her parents their rights in
the society.
She should be ignored by most other
women and considered an outcast in the
society.
She may cast a bad omen on her family,
especially her father, as well as her subsequent offspring.
Not only does the family lose a lot of respect in the community, but the bride price to
be paid for the girl will be much less. The girl,
therefore, suffers untold misery and punishment as a result of the pregnancy and carries
the stigma for the rest of her life. For these
reasons, such a pregnancy is either terminated
discretely, by the girl's mother or older sisters
(without the knowledge of the girl's father), or
the girl is chased away from home by her father, never to return. Occasionally, the girl will
be circumcised and married off immediately
without the payment of a bride price.
Pregnant Circumcised Girl (Nndito)
Because she has already passed this major
milestone successfully, a circumcised girl occupies a different position in Maasai society.
She is neither a child, nor an adult. She is
only considered ready to engage in sexual relations and get pregnant once she gets married. During this period she is called Nndito.
Although she is not supposed to engage in
sexual relations until marriage, some girls do
and end up getting pregnant. The society's reaction is not as severe as for the entapai, and
may include being looked at as a bad girl or
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not being married ceremoniously because she
conceived before marriage.
In this circumstance, the pregnancy is usually terminated discretely by the female members of the family without the knowledge of
the girl's father. In some cases, although not
often, the girl may be chased away from home
as in the case of an uncircumcised girl, or she
may be married off to her suitor or the person
responsible for the pregnancy. In very rare
cases, the pregnancy will be accepted by the
family but the girl is required to leave home
and deliver the baby elsewhere. Thereafter, the
baby must be left with the person responsible
for the pregnancy if the girl is to return to her
parents' house.
Pregnancy While Breastfeeding
A Maasai woman is not allowed to have sex
while she is breastfeeding, however long that
may take. The Maasai believe that if a woman
who is breastfeeding conceives, the baby will
suffer since s/he will have to be weaned prematurely. If a woman does conceive while
breastfeeding, it is most likely to be from an
extramarital affair and only rarely is the
husband responsible. In this case the punishment is also severe and, in most cases,
the pregnancy is terminated discretely by
the woman without the knowledge of her
husband or her mother, even if the husband
is the one responsible for the pregnancy. In
some cases, if the woman does not terminate the pregnancy or the husband discovers she is pregnant before termination, she
is sent away never to return, especially if the
pregnancy is the result of an extramarital
affair. However, if the husband is the one responsible for the pregnancy, then she may be
permitted to return home after the
husband's age-mates have appeased the
husband and a ritual ceremony has been
performed. In rare cases, the husband will
accept the pregnancy, especially if he was
the one responsible (or thinks he is). In this
case the couple may have to emigrate and
settle elsewhere or brace themselves to face
punitive measures from the society.
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Pregnancy Resulting from
Extramarital Affairs
The Maasai do condone some extramarital
sexual relations, such as between a woman
and her husband's visiting age-mate (another
male who was initiated into manhood at the
same time and in the same group as the husband). However, pregnancy resulting from
such affairs is socially unacceptable. Whether
the pregnancy becomes unwanted or not,
however, depends on the reaction of the husband. As long as he accepts the pregnancy and
does not complain, even if other people know,
the woman goes about her chores as if nothing has happened.
However, should the husband react negatively, then the society may look at her with
scorn and regard her as being morally loose.
In this case, punishment is normally meted
out by the husband who may chase her away
from home. Therefore, such a pregnancy is
normally terminated discretely by the woman,
who oftentimes induces the abortion herself to
avoid detection. In some cases, after having
such an affair, the woman may have sex immediately with her husband, particularly if she
fears she may be pregnant as a result of the
affair. Rarely does a woman choose to carry
such a pregnancy to term and deliver the baby
as such a child may be killed by the husband
if he does not accept it as his own. In other
cases, it is said that the husband may make
arrangements to kill the baby in utero so that
it is born dead.
Pregnancy Resulting from Other
Relationships

Society's reactions to pregnancies resulting
from other sexual relations vary from none to
severe, depending on the circumstances. For
example, if a girl is raped, society may look
down on her but the man responsible may be
severely punished. If a pregnancy results from
an incestuous relationship involving members of
the same clan (e.g. age-mate's daughter or son's
age-mate) severe punitive measures are meted
out especially to the woman. If the woman is
married, she may be chased away from home

by the husband. In some instances the pregnancy
may be carried to term and the baby killed by the
husband. Therefore, in most instances, the pregnancy is terminated discretely, sometimes with
the help of local "experts."

Termination of
Unwanted Pregnancy
As noted above, not all unwanted pregnancies
are terminated and there are no definite criteria for determining which pregnancy will be
ended. It all depends on the individual woman's circumstances. In such situations younger
women often depend on their mothers or older
sisters/cousins for decisionmaking, support,
and assistance. Among the Maasai, termination of an unwanted pregnancy is viewed as
predominantly a woman's affair with little or
no involvement from men.
Methods Used
There are several methods available to Maasai
women for terminating an unwanted pregnancy. The method chosen by any particular
woman depends on a number of factors, such
as gestational age, whether the woman is married or not, where she lives, and the service
provider's expertise and experience. In recent
times, there appears to be a change in the methods used. Respondents reported that, although
previously women had depended more on traditional methods (as explained below), today
young and educated women use more "modern" methods. Some of the women now go to
"hospitals" to have the termination done.
The methods respondents reported to be
commonly used include:
Traditional Methods
Herbs, including olive tree, black jack,
tea leaves and tobacco. For the olive tree,
tea, and tobacco, the woman or service
provider boils the leaves to extract the ac-'
live ingredients. Black jack is the root or
the bark of the tree that is similarly
boiled. After this, it is filtered or sieved
and the solution left to cool. The pregnant woman is given a good helping of

the solution to drink and then awaits its
reaction, which is said to occur in a matter of hours.
Livestock droppings and waste including droppings of goats, sheep, and cattle.
Most often women intending to procure
termination of an unwanted pregnancy
may use either goat, sheep, or cattle
droppings, or mixtures of two or all of
them. The droppings are mixed with
water, stirred thoroughly, and boiled. It is
then left to cool after which it is sieved or
filtered.
Uterine Massage. Some women were
reported as "experts" in massaging the
uterus as a means of terminating an
unwanted pregnancy. They use bare
hands and are said to actually "strangle"
the fetus until it dies in utero. Massaging
the uterus may be done repeatedly over
several days.
Uterine Surgery. Respondents reported
that this was a very specialized method
for terminating a pregnancy. At times, especially when the fetus is not expelled
despite using other measures, an "expert" may be summoned to perform
what they refer to as "uterine surgery." In
this method, the "expert" introduces
some sharp instruments into the womb
(uterine cavity) and cuts the fetus into
small pieces which are then removed
piecemeal. The method may also be used
in cases where the fetus does not come
out during labor (i.e. obstructed labor),
or if it is already dead.
Nontraditional Methods
Use of nontraditional methods is considered
a recent development, one that is used by
young, educated, or working women. The
methods used include:
Ingestion of certain chemicals including detergents (such as Omo), writing
ink, etc. Whether they work or not, no
one seemed to be too sure.
Medical drugs. The most common and
popular in this category are the anti-

malarial drugs such as malaraquin,
chloroquine or camoquine.
Go to "hospital." Older women among
the respondents reported that these days
young educated women who find themselves pregnant and do not want to deliver the baby can go to a "hospital" and
"remove the baby" (i.e. have an abortion
performed).
Community's Attitudes to Abortion
Despite the rules and regulations related to
sexual mores and possible punitive measures
meted out to people who breach them and get
or cause an unwanted pregnancy, the Maasai
traditionally do not condone termination of
any pregnancy. Respondents said that abortion
is considered a very bad thing among the
Maasai that it is tantamount to murder.
They averred that the society feels any woman
who finds herself with an unwanted pregnancy
should keep it and face the consequences. This
way, they contend, it will be a lesson for other
women and men and should reduce indulgence in prohibited sexual relationships. This
will ultimately lead to a drop in the prevalence
of unwanted pregnancies in the community.
Termination of any pregnancy was said to be
ungodly, the overall feeling being that the
pregnancy should not have occurred in the
first place. The Maasai believe that any
woman engaging in unacceptable sexual relations should take the necessary precautions
not to get pregnant. Nevertheless, the Maasai
clearly have evolved a number of methods for
getting rid of an unwanted pregnancy and
there appears to be no real punishment for
women who abort. This type of ambivalence
about abortion is not unique to the Maasai.

Summary
This study has shown that although it is commonly believed that a desire for high fertility
exists among African women in general, there
is a concept of unwanted pregnancy even in
traditional societies. Although the Maasai permit sexual liaisons with a wide range of partners, these relationships are not expected to

result in pregnancy. The study also shows that
among the Maasai of Narok District, there are
several categories of unwanted pregnancies
that carry dire consequences for women who
decide to carry them to term. These consequences range from severe loss of esteem in
the community to being married off without a
dowry. In some cases, the woman may even be
chased away from home and abandoned by
her husband or parents. Inducing an abortion
appears to be a secret but commonly known
mechanism for dealing with unwanted pregnancy. This study suggests that over the years,
the Maasai have developed a wide range of
traditional methods to terminate pregnancies,
including killing of the fetus by direct manipulation. Infanticide is also known in the
community. Abortion appears to be seen as a
woman's affair. Most abortions are self-induced, the desire for secrecy being an important factor in determining how a woman goes
about procuring the abortion. The society's
overall attitude to abortion is largely ambivalent. On the one hand, the Maasai regard
abortion as ungodly and tantamount to murder; on the other hand, they have no punishment for a woman known to have induced an
abortion. It is obvious from this study that
within Maasai society, carrying an unwanted
pregnancy to term carries more serious social
consequences than inducing an abortion.

CASE STUDY 5

A Survey of Knowledge,
Attitude, and Practice of
Induced Abortion Among
Nurses in Kisii District
Nancy Kidula

Objectives
The main objective of this study was to assess
the knowledge, attitude, and practice of abortion among nurses in Kisii District, one of the
most densely populated areas of Kenya. Spe-

27

cifically, the study aimed to determine nurses'
knowledge of induced abortion with respect to
methods used, reasons women seek abortions,
sources of abortion services, and complications
of induced abortion. The study also aimed to determine the extent to which the nurses themselves procure abortions, their attitudes toward
induced abortion and abortion patients, their
views on counseling of abortion patients, and
on the legal status of abortion in Kenya.

Design and Methodology
The study, carried out in April, 1991, was designed to be a descriptive, cross-sectional study
among nurses in Kisii District. Nurses were
interviewed at several hospitals and clinics
in order to get as comprehensive a range of
views and opinions as possible. Study sites
included: Kisii District Hospital, three private hospitals, six health centers, seven private clinics, nine nursing training schools,
Tabala Mission Hospital, the District Public
Health office, and the Family Planning Association of Kenya (FPAK) clinic.
The Ministry of Health lists 320 nursesi
working in Kisii District. As not all these
nurses would be on duty at the same time,
and some would be on leave, out sick, attending seminars, etc., a minimum response rate
of 50 percent (160 nurses) was anticipated. All
nurses present in their respective health facilities
at the time of the study were approached and,
out of 220 who were asked to participate, a total of 218 consented to fill out questionnaires.
Data was collected using a pre-tested, selfadministered questionnaire. Responses to
open-ended questions were grouped together
according to their frequency of occurrence.
Data entry was done with dBase III and analyzed with SPSS/PC using frequencies and
cross-tabulations. Where appropriate, the Chisquare test of statistical significance was used.

peak childbearing years. Of the study population, 181 (83.0%) were female nurses, the rest
were males. The majority of the study population (77%) were married; single nurses comprised 193%; while those who were widowed,
separated or divorced accounted for 3.7%.
Of the nurses interviewed 167 (76.6%) were
"enrolled" nurses (that is, trained to provide
curative and preventative services and having
up to four years of high school education),
while registered nurses comprised 22.5% of the
study population. The rest were nurses' aides.
Almost all of the nurses were Christians: 61.7%
Protestants and 38.1% Roman Catholic. There
was one Hindu nurse. About 51% of the nurses
worked in the district hospital. Other nurses
interviewed were either field workers or from
the Family Planning Association of Kenya.
Table 5.1 shows the sociodemographic profiles
of the respondents.
Knowledge of Methods Used for
Inducing Abortion

More than four-fifths (82.1%) of the respondents reported ingestion of an overdose of
medical drugs, especially chloroquine, as the
most common method for inducing an abortion. As shown in Figure 5.1, 63.8% also mentioned insertion of foreign bodies in the

TABLE 5.1 SOCIO-DEMOGRAPHIC
PROFILE OF THE NURSES
Frequency
(N=218)
%
Age in years
<19
20-24
25-29
30-34
35-29
40+
No response
Sex
Male
Female

2
18
45
53
46
31
23

0.9
8.3
20.6
24.3
21.1
14.2
10.5

37
181

17.0
83.0

Marital status
42
Single
Married/cohabitating 168
Widowed/separated/
divorced
8

19.3
77.0
3.7

Designation
Enrolled nurse
Registered nurse
Others

167
49
2

76.6
22.5
0.9

Religious affiliation
Roman Catholic
Protestant
Others

83
134
1

38.1
61.5
0.5

111

50.9

72
23
7
5

33.0
10.6
3.2
2.3

Working Institution
Direct hospital
Private/
Mission hospital
Health center
Private clinics
Other

FIGURE 5.1—METHODS MENTIONED BY NURSES TO INDUCE ABORTION
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Results
Profile of Respondents

The age distribution of the nurses ranged from
18-58 years. The majority (75.2%) were less
than 40 years old and were, therefore, still in
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Overdose of
medical drugs

Foreign
bodies
in the
vagina

Traditional
herbs

Intraamniotic
saline

Dilatation
and
curettage

Others

TABLE 5.2—KNOWLEDGE OF
INDUCED ABORTION
Frequency
_____________(N=218)
Who provides abortion?
Doctors
160
Herbalists/witch doctors 138
Paramedical staff
116
Nonmedical persons
85
Self
22
Others
5

73.5
63.5
53.2
39.0
10.0
2.3

Where abortions are performed?
Hospitals
125 57.3
Home
118 54.1
Clinic
110 50.5
Bush
29 13.3
Office
11
5.0
Others
60 27.5
Complications of induced abortion
Short-term complications
Hemorrhage
165 75.7
Sepsis
94 43.1
Genital tract injuries
64 29.4
Psychological effects
4
1.8
Others
22 10.1
No response
4
1.8
Long-term complications
Infertility
126 57.8
Chronic infections
93 42.7
Cervical incompetence 14
6.4
Anaemia
16
7.3
Psychological effects
18
8.8
Others
34 15.8
No response
1
0.5

vagina, and almost half (48.2%) mentioned
traditional herbs. Other methods mentioned
included dilatation and curettage (11%) and
intra-amniotic saline (4.1%), ingestion of detergents and agricultural chemicals, inflicting
trauma to the abdomen and intravenous and
intramuscular injection of drugs.
Table 5.2 describes the nurses' knowledge
about induced abortion. Doctors were cited by
almost three-quarters of the respondents
(73.5%) as people involved in inducing abortions; more than half (53-2%) mentioned
paramedical personnel, which includes nurses.
Herbalists and witch doctors were also mentioned by a large proportion (63.5%) of respondents. Surprisingly, self-induced abortion
was mentioned by only 10% of this group.
Other people mentioned as providers of abor-

tions included nonmedical staff, such as junior staff working in health institutions.
In terms of where abortion is performed,
almost half of respondents cited hospitals,
home and clinic. Other places mentioned included offices, shops and residence halls in
schools and colleges.
The respondents were almost equally well
informed about the short- and long-term complications of abortion: hemorrhage (75.7%),
sepsis (43.1%) and genital tract injuries
(29.4%) were the most frequently mentioned
short-term complications; infertility (57.8%)
and chronic infections (42.7%) were the most
frequently cited long-term complications.
Other complications mentioned included psychological effects, cervical incompetence,
and anemia. Not surprisingly, the response
rate for the questions relating to knowledge
of complications of abortion was very high
among the study population as nurses are
often the first to care for patients admitted to
the hospital suffering from the complications
of induced abortion.
Reasons for Seeking Abortion Services
As shown in Figure 5.2, the most commonly
mentioned reasons for seeking an abortion
were socioeconomic, with fear of losing educational or career opportunities the most frequently mentioned reason (81.7%). Other
socioeconomic reasons mentioned by 64.7% of
respondents included: financial constraints,
denial by the father of the child, and fear of
not getting married in the future due to the
stigma of a previous delivery.
Attitudes Toward Induced Abortion

From a list of alternatives on the legal status
of abortion in Kenya, the nurses were asked to
indicate their preference as to circumstances
when abortion should be provided. As shown
in Table 5.3, most of the respondents (62.8%)
felt that abortion should be provided in certain
special circumstances. Fifty-seven nurses
(26.2%) felt that abortion should be illegal;
only 8 (3.7%) would prefer that abortion be
made available on demand. More female

(27.1%) than male nurses (21.6%) felt that
abortion should be illegal, while a larger proportion of the males (10.8%) felt that abortion
should be made available on demand. Excluding those who did not know and those who
did not respond, the above relationship was
found to be statistically significant (p <
0.02). While not statistically significant, a
greater proportion of the divorced, widowed
and separated nurses (12.5%) advocated for
the availability of abortion on demand as
compared to those who were married (1.8%)
or single (9.5%).
Attitudes Toward Abortion Patients
When the respondents were asked to choose
from a given set of alternatives which one
most closely describes their reaction toward
induced abortion patients, approximately
half (54.6%) reported feelings of sympathy
and compassion (see Figure 5.3)- However, a
surprising proportion (21.6%) admitted to feelings of anger, scorn, and condemnation toward the women. A small proportion (7.8%)
reported they were indifferent. There were
no statistically significant differences when
analyzed by sex, designation, marital status,
or the institution where the nurses worked.
Attitudes Toward Indications for
Abortion

As shown in Table 5.4, most nurses (81.7%)
said they would be in favor of an induced
abortion where the life of the mother was in
danger, 64.2% were favorable if there was a
risk that the baby would be abnormal, and
half (50.5%) would sanction abortion in the
case of rape. In the case of incest, a higher
proportion of the respondents (37.2%) would
not approve of abortion but more than a quarter (28%) would recommend termination of
pregnancy. Similarly, a higher proportion of
respondents would not recommend an abortion if the pregnancy was due to contraceptive
failure, adultery, inability to care for the child,
or being unmarried. Indeed, only 18.3% of the
respondents believed abortion is appropriate in
the case of a student who is pregnant or a
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FIGURE 5.2—REASONS MENTIONED FOR SEEKING ABORTION
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TABLE 5.3 ATTITUDES TOWARD THE LEGAL STATUS OF ABORTION VERSUS
THE SEX OF THE NURSE
Male

Total

Female

No.

%

8

21 6

49

No response

23
4
0
2

62 2
10 8
00
54

114
4
5
9

63
2
2
4

TOTAL

37

17 0

181

83 0

Abortion should be illegal
Provide abortion in
special circumstances
Provide abortion on demand

1 do not know

No.

%

No.

60 ~

57

26 2

0
2
7
9

137
8
5
10

62 8
3 7
2 3
5.0

218 100 0

Abortion Patients

40
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Sympathy/
compassion

Of the nurses interviewed, 11.0% admitted to
ever having provided abortion services to a
client (Table 5.5). The proportion was highest
among nurses who were widowed, separated,
or divorced (37.5%), as compared to those
who were married (10.7%) or single (7.1%).
The most frequently mentioned reason the
nurses gave for performing an induced abortion was monetary gain (33-3%), while an
equal proportion said they performed abortions as part of their normal duties.
Twenty nurses (9.2%) admitted to having
had an abortion themselves. The main reason prompting them was fear of losing an
education or career opportunity. Among
these nurses, the majority of abortions had
been induced by a medical doctor and the
most commonly used method was dilatation
and curettage. However, in some of these
cases, the abortions had been induced by a
traditional healer.
Views Regarding Counseling of

54.6
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%
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FIGURE 5.3—ATTITUDES TOWARD ABORTION PATIENTS
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woman who did not want the child (10.2%).
These responses were surprising in that they
contradict the socioeconomic reasons commonly given for women seeking abortion (see
Figure 5.2) and raise speculation that their
responses may have been motivated more by
the desire to reflect the current law than their
real feelings.

Anger/
scorn

Indifference

Other

No response

Of the 218 nurses in the study, almost threequarters (72.0%) felt that counseling of abortion patients was necessary, as opposed to 8.3%
who felt it was not necessary. With regards to
the issues to be addressed during counseling,
Figure 5.4 provides a summary of the responses of the 119 nurses who expressed a
need for counseling. Knowledge of the procedure and associated risks of abortion were the
most frequently mentioned pre-abortion counseling issues, while ways of avoiding a repeat
pregnancy were the most frequently mentioned post-abortion counseling issues.

Summary
TABLE 5.4 ATTITUDES TOWARD THE INDICATIONS FOR INDUCED ABORTION
(N=218)
Don't
No
Yes
know
response
No

Indication

No.

Life of mother endangered
Risk of abnormal baby
Rape
Incest
Contraceptive failure
Student
Adultery
Inability to care for child
Unmarried woman
Just does not want child

178 (81.7)
140 (64.2)
110
61
48
40
32
31
25
23

%

(50.5)
(28.0)
(22.0)
(18.3)
(14.7)
(14.2)
(11.5)
(10.2)

No.

%

13
28
52
81
97
103
106
101
112
115

(6.0)
(12.8)
(23.9)
(37.2)
(44.5)
(47.2)
(48.6)
(46.3)
(51.4)
(52.8)

No. %
2
8
10
13
7
3
12
10
5
7

(0.9)
(3.7)
(4.6)
(6.0)
(3.2)
(1.4)
(5.5)
(4.6)
(2.3)
(3.2)

%

No.
25
42
46
63
66
72
68
76
76
73

(11.5)
(19.3)
(21.1)
(28.9)
(30.3)
(33.0)
(31.2)
(34.9)
(34.9)
(33.5)

FIGURE 5.4—ABORTION COUNSELING (N=119)
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TABLE 5.5 THE PRACTICE OF INDUCED ABORTION AMONG NURSES
Variables

Frequency

%

24
144
50

11
66
23

3
1
4
5
2
5

15
5
20
25
10
25

11
4
4
1

55
20
20
5

Provision of abortion services (N=218)

Has performed abortion
Has never induced abortion
No response
Methods used by nurses who had
induced abortion (N=20)
Foreign bodies per vaginum
Traditional herbs
Dilatation and curettage
Others
Don't know
Not indicated
Reasons why nurses themselves had sought abortion (N=20)
Fear of loss of education/career
Pressure from parents/peer
Medical reasons
Socially unacceptable pregnancy

Despite the fact that induced abortion is illegal
in Kenya, abortion and its associated complications are a common occurrence with the
bulk of induced abortions being performed by
paramedical personnel, including nurses. This
study set out to determine the knowledge, attitude, and practice of induced abortion among
nurses because they comprise the majority of
health care providers in Kenya. Thus their attitudes are one of the greatest determinants of
the quality of care abortion patients will receive. Their knowledge, attitudes, and practices
can also have a major impact on policy formulation and delivery of services related to
induced abortion in Kenya.
The nurses in this study were primarily female, enrolled nurses, under the age of 40 and
therefore still at risk of pregnancy and thus,
potentially, of induced abortion. Any changes
in abortion law and practice would affect
them both as individuals and as members of
the nursing profession.
The most frequently used methods of inducing abortion identified by the nurses were
unsafe and dangerous. This is most probably a
reflection of the methods used by the many
patients the nurses see in their work. However,
it could also be a reflection of the poor knowledge of safe abortion methods among the
nurses themselves. The nurses report that most
induced abortions are performed by doctors,
and to a lesser degree, by paramedical personnel, and generally take place in the patient's
or the service provider's clinic or residence.
As alluded to above, the attitudes of the
nurses can affect the quality of care given and
the availability of abortion services even where
abortion laws are more liberalized. In general,
the nurses in this study have very conservative
and often negative attitudes toward abortion.
Relatively few of them would allow abortions
on socioeconomic and personal grounds the
very reasons the nurses cited as the most common reasons why women seek to terminate an
unwanted pregnancy. Only 3.7% of the respondents in this study said they would advocate
for abortion on demand and most of the

31

nurses in this study seemed to favor the abortion law remaining as it is, permitting abortion only where the life of the mother is in
danger. Thus it seems likely that even under a
liberalized law, a significant number of women
would still be denied access to legal abortion
because nurses do not approve of such indications for the legal termination of pregnancy.
Based on the 1990 Annual Report of the Mini
istry of Health, the total number of nurses in Kisii
district was 320. This figure excludes nurses running
private clinics and nursing homes.

CASE STUDY 6

Abortion: Attitudes of
Medical Personnel
in Nairobi
Monica A. Magadi and
Maureen A. Kuyoh

Objectives
The main objective of the study was to investigate the attitudes of medical personnel in
Nairobi toward induced abortion. Specifically,
the study set out to:
[.establish the attitudes of physicians,
clinical officers,' and nurses regarding
induced abortion.
2. examine the effects of selected socioeconomic, sociocultural, and demographic
characteristics on these attitudes.

3. investigate the opinion of medical staff
regarding post-abortion counseling.

Design and Methodology
A sample of physicians was selected from a list
of all of the 1360 medical doctors registered
with the Directorate of Medical Services, Medical Practitioners and Dentists Board of the Ministry of Health. Using a stratified random
sampling 200 doctors were selected. A 15% random sample was then taken from each of the
following specialties: obstetrics and gynecology,
pediatrics, surgery, and general medicine.
To select the sample of clinical officers and
nurses, a list of all clinical officers and nurses
working in approved medical institutions
within the city of Nairobi was prepared. From
a list of 1007 nurses, a random sample of 200
was selected. As only 36 clinical officers were
identified, all were included in the study.
Over a four-month period (from May to
August 1990) a pre-tested, self-administered
questionnaire was given to all the respondents
who filled them out for collection by research
assistants. Out of the 436 questionnaires distributed, 271 (105 doctors, 29 clinical officers
and 137 nurses) completed them sufficiently
to be suitable for analysis.2
An attitude score was computed for each respondent based on responses regarding the
circumstances under which abortion should
be permitted. Calculation of an attitude score
for each respondent is based on responses to
queries concerning the circumstances under
which abortion should be permitted. The cir-

cumstances were all assigned equal weights
and an attitude score was obtained by adding
all the circumstances under which the respondent felt abortion should be permitted and
then multiplying by 10. The higher the score,
the more liberal the respondent's attitude toward
abortion, i.e., one who states that abortion should
be permitted under no circumstances would
have an attitude score of zero while someone
who states abortion should be offered under
all circumstances would have an attitude score
of 10.
Overall analysis of the data was carried out
through frequency distributions, cross-tabulations, and regressions.

Results
Knowledge of Abortion
Prior to examining the attitudes of medical
personnel toward abortion, the study briefly
examined knowledge, experience, and practice
of abortion among the respondents. All the
clinical officers and nurses stated that they
had not read any recent work on abortion in
Kenya or elsewhere. Even among the physicians, only 10% said they had read some research on abortion, but that it had not
significantly influenced their attitude on the
subject either positively or negatively.
Regarding knowledge of methods of abortion and associated risks, Table 6.1 shows that
the majority of respondents (71%) only knew
of dilatation and curettage (D&C) as a clinical
method. Also mentioned, but to a lesser extent,
were vacuum suction (38%) and use of pros-

TABLE 6.1 DISTRIBUTION OF COMMONLY MENTIONED METHODS OF ABORTION AND ASSOCIATED RISKS
Percent who
know a method
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Percent mentioning risk
Bleeding
Sepsis
Death

Perforation of uterus

Secondary infertility

Clinical methods
D&C
Vacuum suction
Prostaglandin

(N=219)
71
38
34

(N=208)
6
3
2

(N=208)
35
20
3

(N=208)
35
13
8

(N=208)
43
12
8

(N=208)
14
6
3

Nonclinical methods
Traditional herbs
Sharp metals
Malaraquin/chloroquine

(N=207)
53
52
43

(N=202)
22
16
39

(N=202)
14
43
6

(N=202)
9
24
5

(N=202)
6
2
1

(N=202)
3
8
3

TABLE 6.2— DISTRIBUTION OF PERSONNEL BY THE KIND OF ASSISTANCE THEY WOULD GIVE TO WOMAN WITH AN
UNWANTED PREGNANCY

Assistance respondent
would give
Terminate myself
Refer to qualified doctor
Refer to psychiatrist
Advise to keep
Counsel & leave to choose
No assistance
Other response

Percent of doctors
(N=102)

Percent of clinical officers
(N=29)

1
28
8
20
12
5
26

Percent of nurses
(N=123)

0
34
4
38
3
4
17

1
21
9
47
2
1
19

TABLE 6.3 ATTITUDE SCORES BY SPECIALTY AND SOCIO-DEMOGRAPHIC
CHARACTERISTICS
Characteristic

Attitude scores
Percent scoring <50

Percent scoring >50

By occupation
Doctors (N=1 05)
Clinical officers (N=29)
Nurses (N=137)
All (N=271)

62
86
89
78

38
14
11
22

By specialty
Ob/Cyn (N=31)
Pediatrics (N=29)
Surgery (N=31)
Medicine (N=24)

81
69
77
71

19
31
23
29

By age
20-29 (N=69)
30-39 (N=1 34)
40+ (N=44)

70
79
82

30
21

By Sex
Male(N=116)
Female (N=154)

70
85

30
15

Marital status
Single (N=78)
Married (N=191)

64
79

36
21

Number of children
0 (N=64)
1-2 (N=95)
3+ (N=109)

62
78
89

22
11

By religion
Catholic (N=84)
Non-Catholics (N=187)

86
75

14
25

taglandin (34%). The most commonly mentioned nonclinical methods were traditional
herbs (53%), use of sharp metals (52%) and
taking an overdose of malaraquin/chloroquine
(43%). Table 6.1 gives the percentage distribution of the respondents mentioning given
clinical and nonclinical methods as well as their
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perceptions of the associated risks. Medical personnel frequently described nonclinical methods
as fatal, as opposed to clinical methods.
Practice of Abortion

Respondents were asked whether they had ever
been confronted by a close friend or relative

Percent of all
respondents (N=254)
1
26
8
35
6
3
21

with an unwanted pregnancy and, if yes, how
they handled the situation. More than half of
the respondents (56%) reported that they had
been confronted by a close friend or relative
with an unwanted pregnancy who was seeking
a termination. The most common way respondents said they dealt with such situations
was to advise the woman to carry the pregnancy to term (25%). Less frequently (19%),
respondents assisted the woman in carrying
out a safe abortion by referring her to an obstetrician/gynecologist or a recognized health
institution. None of the respondents admitted
to having terminated a pregnancy himself/
herself.
Table 6.2 indicates how respondents stated
that they would handle such a situation
(rather than referring to past experience).
About a third of the doctors said they would
assist the woman to get a safe abortion while
20 percent stated that they would advise the
woman to carry the pregnancy to term.
Among clinical officers and nurses, more said
they would advise the woman to carry the
pregnancy to term.
In their day-to-day activities, the majority of
the respondents (62%) stated that they had
come across or handled abortion patients, either
completing an already started abortion or giving
appropriate treatment to a patient (45%). Under
such circumstances, only a negligible proportion
of the respondents (1%) admitted having terminated the pregnancy themselves with no
difference in the response rate between doctors, clinical officers and nurses.
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FIGURE 6.1—SHOULD KENYA'S ABORTION LAW BE LIBERALIZED?
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Attitudes Toward Abortion
Overall, as measured by the calculation of attitude scores (see explanation above), the
medical personnel surveyed appeared to have
a fairly negative attitude towards induced
abortion. Table 6.3 shows the attitude scores of
the respondents by occupation. In general,
doctors appear to have more positive attitudes
toward abortion than clinical officers and
nurses: whereas 38% of the doctors had an
attitude score of 50 and above, only 14% and
11% of the clinical officers and nurses, respectively, had similar scores. In fact, over threequarters of all respondents (78%) had an
attitude score of less than 50, indicating that
overall the attitude of the respondents toward
abortion was negative and that they would
allow pregnancy termination only under certain circumstances.
When looked at by general socioeconomic
characteristics, Table 6.3 also shows that
younger, single, divorced or separated, nonCatholic respondents with fewer than 3 children had relatively more positive attitudes
toward abortion than their counterparts who
were older, married, Catholic, and had 3 or
more living children. Interestingly, obstetrics/
gynecology and surgery specialists appeared to
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have a more negative attitude toward abortion
than pediatricians or other physicians
When asked what they thought the abortion
law in Kenya should be, respondents were almost equally split between those who thought
the law should remain as it is (51%) and those
who would rather it were liberalized (49%). It
is significant that almost half (48%) of respondents believed that abortion is completely illegal in Kenya, while 38% were aware that
abortion is illegal unless the health or life of
the pregnant woman is endangered. Twelve
percent of respondents stated that they did not
know the status of the abortion law in Kenya.
On the issue of post-abortion counselling,
almost all doctors agreed that it is important
to have such sessions. The majority of respondents suggested that during these sessions, the
most important issues that should be addressed are potential complications from unsafe abortion and the need for effective
contraceptive use.

Summary
A substantial proportion of the respondents
interviewed (45%) stated that they had
handled abortion complications involving the
completion of already started abortions or by

giving appropriate treatment for complications
of unsafe abortion.
Apart from treating abortion-related complications, almost all medical personnel surveyed stated that they had never actively
participated in inducing an abortion. When
confronted by women seeking pregnancy termination, most of them said they had either
advised the woman to carry the pregnancy to
term, or had referred her to a specialist for safe
termination of the pregnancy. Interestingly,
even among obstetricians and gynecologists,
the majority said that they referred such cases
to a colleague. This may well reflect a reluctance on the part of medical personnel to admit active participation in pregnancy
termination due to fear of the law or due to a
conflict with their own personal values.

1 Clinical officers are high school graduates who
undergo a three and one-half year diploma course in
clinical medicine at a medical training college. They
act as assistants to physicians and are in charge of
many health centers and departments as well ;LS working in hospitals.
2 The high nonresponse rate was in large part due
to the length of the stud)' instrument which was perceived as too time-consuming to fill out.

CASE STUDY 7

The Link Between
Contraceptive Use and
Abortion in Kenya
Shanyisa Anota Khasiani and
Jean Baker

Objectives
The main objective of this study was to investigate the link between abortion and contraceptive use in an attempt to determine
whether abortion reflects an unmet need for
contraceptive services in Kenya. Specifically,
the study was conducted to examine a number
of socioeconomic and cultural factors as well

as current family planning services in order to
determine the link between abortion and contraceptive use in the study population.
Design and Methodology
The study was, conducted among a group of
women who had at least one unwanted pregnancy that ended in an induced abortion during the two-month period preceding the
study. 1 The study sites were clinics and residential estates within Nairobi City. Due to the
sensitive nature of the study, information was
gathered through in-depth interviews using a
pre-tested interview guide/schedule. A total of
35 respondents were identified for the study
through the network approach, i.e. getting
people to identify others who had had at least
one abortion.
For comparative purposes this study contrasted women who had one abortion with
those who had two or more abortions. For
each of these two groups, the study also investigated whether these women had been using
contraception prior to the reference pregnancy.
The 35 respondents were therefore split into
four groups according to their status prior to
the reference pregnancy (i.e., the pregnancy
that ended in an abortion during the two
months prior to the study), as follows:
1. Women having had one abortion who
had been using contraceptives;
2. Women having had one abortion who
had not been using contraceptives;
3. Women having had two or more abortions who had been using contraceptives;
and
4. Women having had two or more abortions who had not been using contraceptives.

Results
Profile of the Respondents
Table 7.1 provides a profile of the respondents.
Twenty (or more than half) were aged 20 to
24, followed by 11 who were over 25. A small
number (4) were under 20 years of age. Eighteen of the respondents had attained a secondary education, 16 had completed their primary

TABLE 7.1— PROFILE OF
RESPONDENTS
N=35
Number
Age
<20
20-24
25+

4
20
11

Religion
Catholic
Protestant

20
15

Educational achievement
None
Primary
Secondary

1
16
18

Marital status
Married
Unmarried

11
24

Number of living children
None
One child
Two+

10
9
16

Knowledge of modern
contraceptive methods
Know
Don't know

23
12

TABLE 7.2—ATTITUDE OF THE
FAMILY TOWARD
CONTRACEPTIVE USE
Category of
respondents

Positive
attitude

One abortion/
contraceptor
One abortion/
noncontraceptor
Two+ abortions/
contraceptor
Two+ abortions/
noncontraceptor
Total (N=35)

Negative
attitude

4

6

3

7

3

2

1

N=1 1

9
N=24

education, and only one had not acquired any
formal education.
Just two-thirds (24) of respondents were unmarried while slightly less than one-third were
married. Nearly half (16) had two or more
children, 10 had no children, and 9 had only
one child.
Twenty-three of the respondents had some
knowledge of modern contraceptives and

many had used them prior to having the abortion. Among this group, the reference pregnancy was said to have resulted from
contraceptive failure or misuse. A few of the
respondents reported that they had either not
been using contraceptives or had stopped using them due to fear of side effects.
Twenty of the respondents reported having
had one abortion while the rest said they had
had two or more. Fifteen had been using contraceptives prior to the reference pregnancy. Eight of
the women who had one abortion were using
contraceptives while most of those who had more
than one abortion were not using contraceptives prior to the reference pregnancy.
Education
Respondents who had attained a primary education appeared to rely more on abortion for
fertility regulation and less on contraceptives,
with about two-thirds of the sample not
contracepting prior to the reference pregnancy.
Among those reaching the secondary school
level, there was increased reliance on contraceptives, with half of the sample contracepting
prior to the reference pregnancy.
Respondents reported that education had
contributed to contraceptive use in two ways.
They stated that being in school had presented
them with experiences and knowledge that led
them to use contraceptives. Others realized the
need to use contraception in order to avoid
getting pregnant which would lead to their
being expelled from school. However, some
who were not using contraceptives stated that
they could not use them because they were
"still in school." One respondent said: "What I
heard from most people is that it is better to
use contraceptives...but I am still in school."
Another expressed similar sentiments when
she said that: "...since I am concerned with
my educational level, I should not use too
many."
Thus it appears that among the respondents, lack of education is associated with less
reliance on contraceptive use for fertility regulation while secondary education is associated
with more reliance on contraception.
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Marital Status and Parity
Among the 24 unmarried women in the study,
13 were using contraceptives prior to the reference pregnancy compared to only two of 11
married respondents. Two-thirds of the childless respondents were contracepting prior to
the reference pregnancy in contrast to only
one-third of respondents having one or more
children.
Knowledge of Abortion Services
Twenty-seven respondents stated that the
knowledge that abortion services could be procured influenced their use of contraception
and abortion. Of this group, 14 were not using
contraceptives. In contrast, three-quarters of
the respondents who said they did not believe
that knowledge of available abortion services influenced contraceptive use and abortion were not
using a family planning method. Thus, knowledge about the availability of abortion may
have increased use of the procedure for fertility regulation among those surveyed.
Religion

There was an equal split between contraceptive users and nonusers among the Catholic
respondents. Most of this group reported using

contraceptives prior to their first abortion. On
the other hand, two-thirds of Protestants said
they had not used a method.

negative attitudes toward abortion in turn appear to have relied more on abortion and less
on contraception for fertility regulation.

Family Attitudes

Family's Concern with Number of
Children

In this study family factors were defined as
behavior and characteristics of members of the
respondents' families. Some of these factors
emerged as important in influencing the use
or nonuse of contraception.
As shown in Table 7.2, 11 respondents reported positive attitudes among family members toward contraceptive use as compared to
24 who reported negative attitudes. Among the
respondents who have family members with
positive attitudes, seven were themselves contraceptive users. In the case of respondents
whose family members had negative attitudes
toward contraceptive use, it is interesting to
note that while 16 were nonusers, almost onequarter reported using a method.
These results suggest that attitudes of family members toward contraceptive use could be
an important factor. Respondents whose family members had positive attitudes toward contraceptives had relied more on contraceptives
and less on abortion prior to the reference
pregnancy. Those whose family members had

TABLE 7.3— SOURCES OF CONTRACEPTIVE KNOWLEDGE

Category of respondents

Sources of contraceptive knowledge
Schools Clinics Friends Chemist Don't know

One abortion/contraceptor
One abortion/noncontraceptor
Two+ abortions/contraceptor
Two+ abortions/noncontraceptor

1
0
0
2

7
1
1
3

2
0
1
1

1
5
1
1

1
5
1
5

Total

N=3

N=12

N=4

N=8

N=1.2

TABLE 7.4— SOURCES OF CONTRACEPTIVE SERVICES

Category of respondents
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Sources of contraceptive services
Don't know
Friends
Schools Clinics

One abortion/contraceptor
One abortion/noncontraceptor
Two+ abortions/contraceptor
Two+ abortions/noncontraceptor

1
2
0
0

4
3
1
4

3
3
1
2

2
2
3
4

Total

N=3

N=12

N=9

N=11

Twenty-four respondents reported that concerns of family members about the number of
children they had influenced their contraceptive use; 11 stated that they were not influenced since they knew that their family would
not assist them in raising their children. Ten
respondents who were not using contraceptives prior to the reference pregnancy said that
they were encouraged by their family to have
few children but were not influenced by this.
In fact, one respondent said, "their decision
does not matter to me."
Community-Level Factors
Here community-level factors are defined as
characteristics of the area in which the individual lives that relate to respondents' source of
information about and supplies of contraceptives.
Table 7.3 shows that substantially more respondents rely on clinics for contraceptive
knowledge than other sources. This is followed
by the chemist (pharmacy), friends, and
schools. Respondents who cited friends as
sources of contraceptive information were all
using a method. Sources of contraceptive
knowledge such as clinics and friends thus
emerged as encouraging respondents to use
family planning. On the other hand, when respondents mentioned chemists or schools as a
source of information about contraceptives,
there was limited actual use of any method.
(Many other studies from Africa and other
parts of the world have shown that pharmacies are often preferred as a source of contraceptives when compared to public clinics.)
Sources of Contraceptive Services
As shown in Table 7.4, the majority of respondents (12) cited clinics as their source of contraceptive information and services, followed
by friends and then schools. It is interesting
that a substantial proportion of respondents

(11) did not respond to this question. Sources
of contraceptive services did appear to influence the use or nonuse of family planning
among the respondents. Some of the reasons
given for nonuse were that friends did not
have a sufficient supply of contraceptives
which forced them to rely more on abortion
for fertility regulation. As one young women
noted: "/ cannot go to get them (contracep
tives) from the clinic. They can chase me
away since I am a student." (Despite the fact
that family planning policy in Kenya does not
restrict provision of contraceptives to minors,
the understanding and/or attitude of many
service providers is that young, unmarried
women should not be sexually active and thus
should not be using contraception.) If existing
sources of contraceptive services discourage
contraceptive use, this would lead to greater
dependence on abortion for fertility regulation.
Attitudes of Peers and Friends Toward
Contraception

The attitudes of peers and friends toward contraception also appears to be associated with
contraceptive use and abortion among the respondents. The majority of respondents (24)
reported that friends and peers had a positive
attitude toward contraception while only seven
had friends and peers who were ambivalent
and four stated that they had friends with
negative attitudes. Half of the respondents with
friends and peers who had positive attitudes
were practicing contraception prior to the reference pregnancy, while five of those with
ambivalent friends were not contracepting at
the time of the study.
The Influence of Past Contraceptive
Experience of Friends and Peers on
Contraception and Abortion
More than half (20) the respondents stated
that they had been influenced by the experience of friends and peers while 15 reported
that they had not been influenced. Those who
reported that they were influenced argued that
positive experiences of others had encouraged
them to use family planning. Twenty of the

respondents reported that they were influenced
by friends' and peers' experiences with abortion, compared to 15 who stated that they were
not influenced.

Summary
Adolescents rely on friends for contraceptive supplies as they cannot get them from
the clinics. This means their source of supply is often irregular.
Attitudes of peers and friends appear to
influence decisions regarding contraceptive
use and abortion.
The previous experience of friends and
peers with contraceptive use and/or abortion also influenced respondents' decisionmaking.
Opinions or experiences of family members, on the other hand, appeared to have
a minimal effect on such decisions.
i The pregnancy leading to this abortion is described as the "reference" pregnancy.

2. assess the impact of an intervention to
provide information and services on
campus in terms of students' knowledge
about and attitudes toward family planning services, pregnancy and abortion.
More specifically, the study was designed to:
a. examine the level of students' knowledge,
attitudes, and practice of family planning
before and after exposure to the intervention;
b. examine changes in the attitudes of all
students and the incidence of abortion
and pregnancy among female students;
c. identify the students' sources of information on family planning and knowledge
and experience with sexually transmitted
diseases, including AIDS;
d. examine the acceptability and accessibility of university-based health care services; and
e. examine students' attitudes with regard
to provision of reproductive health information following the introduction of onsite services.

Design and Methodology
CASE STUDY 8

Knowledge, Attitudes, and
Practice of Family Planning
and Reproductive Health
Among Egerton University
Students
Leunita Auko Muruli,
Mueni Ngumbi, and M. Nguli

Objectives
The objectives of the study were to:
1. collect baseline data on the reproductive
health behavior of students at Egerton University and to assess their knowledge and
attitudes with regard to sexuality and reproductive health (contraception, pregnancy,
abortion, acceptability and accessibility of
health and family planning services provided on the college campus); and

In 1990, a sample of Egerton University students in their first year of study was drawn to
participate in a pre-test survey of knowledge,
attitudes and behavior related to reproductive
health and family planning. Representatives
from the same class of students then participated in the post-test survey carried out in 1993Sampled students represented the faculties of
Education, Arts, Science, and Agriculture.
The design for this study was a prospective
cohort type, with a pre-test and post-test using
a self-administered questionnaire. The survey
utilized the knowledge, attitudes, and practice
questionnaire developed by the principal investigator with technical assistance provided by the
Population Council and the project's technical
advisor from Pathfinder International. The
university project director and staff from
Egerton University also participated in development and administration of the study.
The pre-test was conducted in 1990. In
1993, a post-test survey was undertaken to re-
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assess the students' level of knowledge, attitudes, and practice regarding reproductive
health and family planning. The same questionnaire, but with the addition of some questions, was administered to the same students.
However, it must be noted that by 1993, many
of the students who had filled out the first
questionnaire either had left school or were
unable to participate due to a prolonged student strike at the university.
The Questionnaire

Two questionnaires were developed, one to
collect information from female respondents;
the other to collect information from male
respondents. The questionnaires were developed in English and were self-administered,
i.e, the respondents filled the questionnaires
themselves at one sitting. The questions
sought information on knowledge about reproductive behavior, attitudes toward use of
family planning methods, practice of family
planning methods, and utilization of health
services at the Egerton University clinic.
Both the pre-test and post-test were administered in the university's main hall under
the supervision of the principal investigator,
the university project director, hall wardens,
peer counsellors, research assistants, and a
representative of university administration
(Registrar's office). The technical advisor from
the Population Council also participated in the
administration of the post-test survey.
Methods of Analysis
The coded data were cleaned and entered using a Statistical Package for Social Scientists
(SPSS) software and the analysis was conducted using SPSS. Descriptive statistics
were also used to summarize data on
knowledge, attitudes, and practice and presented in proportions using tables and figures. Chi-square statistic was also computed to
determine the statistical significance of the
differences in variables between the pre-test
and post-test surveys.
The study identified a number of socio-demographic variables that were crucial in ad-
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dressing the stated objectives, namely age,
gender, and religion of the respondents; attitudes and practice relating to pregnancy, contraception, abortion, and STDs (including
HIV/AIDS); and service utilization for family
planning at the university clinic.
Intervention

The actual intervention that was carried out as
part of this study involved the identification of
peer counselors from among the students by
health providers at the University Health Service. The peer counselors were then given
training in the areas of family planning and
reproductive health and were expected to provide information and education to the student
community as well as marketing condoms.
Study Limitations

The questionnaire for the pre-test survey was
administered to respondents (first-year students) during the time when other students
were in the process of organizing a strike at
the university. However, every effort was made
by the university project director, hall wardens,
and the principal investigator to assemble the
respondents at the university main hall in the

evening while other students were eating their
supper. This procedure avoided interruption by
other students.
Some additional questions were added to
the post-test that were not used in the pre-test.
As a result, it was not possible to compare results on some of the variables, especially those
related to specific methods of contraception.
As noted above, not all the respondents who
participated in the pre-test survey took part in
the post-test survey.

Results
Profile of Respondents

Eight hundred and forty-eight students in their
first year of study were sampled in the pre-test
survey. In the post-test, only 306 (about
36.1%) of the same students, now in their
third year of study, participated as a significant
number had dropped out of the institution for
various reasons.
The distribution of the respondents by age
and sex is shown in Table 8.1. In the pre-test
there were 848 respondents of which 659
(77.7%) were males and 189 (22.3%) were females. In the post-test, there were 306 respondents with 223 (72.9%) males and 83 (27.1%)

TABLE 8.1— DISTRIBUTION OF THE RESPONDENTS IN BOTH SURVEYS BY ACE
1993 respondents

Age in years

1990 respondents

25 years and below
26-35
36-45

761
78
9

89.7%
9.2%
1.1%

277
29
0

90.5%
9.5%
0.0%

Total

848

1 00%

306

100%

TABLE 8.2— RESPONDENTS' RELIGION
1993

1990
Type of religion

Sample
distribution

Percent

Sample
distribution

Percent

Traditional
Protestant
Catholic
Islam
None
Other
No response

28
447
270
37
33
20
13

3.3
52.7
31.8
4.4
3.9
2.4
1.5

8
180
100
3
8
7
0

2.6
58.8
32.7
1.0
2.6
2.3
0

Total

848

100

306

100

FIGURE 8.1—PERCENT DISTRIBUTION OF RESPONSES TO SOURCES OF
FAMILY PLANNING METHODS
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1990
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center

Other

Not
applicable

lili 1993

TABLE 8.3— PERCENT DISTRIBUTION OF RESPONSES TO SOURCES OF
FAMILY PLANNING METHODS

Source
Pharmacy/chemist
Private doctor/clinic
Hospital

Health center
University health center
FP clinic
Other

1990

1993

Percent (N=350)

Percent (N=162)
13.0
13.6
10.5
0.0
16.7
15.4
30.9

13.1
19.4
11.4
13.1
8.9
15.7
18.3

FIGURE 8.2—PERCENT DISTRIBUTION OF RESPONSES TO INTENTION TO USE
FAMILY PLANNING METHODS
100

Not applicable

Don't know

females. A majority of the respondents in both
surveys were below 25 years of age.
The students of Egerton University can be
divided into two categories: those taking diploma (mainly agriculture) and those taking
degree courses. The entrance requirement for
degree courses includes two additional years of
secondary school study. Approximately 40% of
the survey sample were enrolled in diploma
courses and 60% in degree courses.
Table 8.2 reveals that the majority of respondents were Christians, primarily Protestants followed by Catholics.
At the time of the pre-test survey, only
10.3% of the respondents were married; 66.4%
had plans to get married while 13.7% said
they did not know. At post-test, 50 (16.3%)
were married and 235 (76.8%) were single and
most (64.4%) had no children.
Knowledge About Reproductive
Behavior and Practice of
Family Planning

At both baseline and post-test, respondents
were asked questions to assess their knowledge
and practice of family planning methods,
sexuality (practice and experience), and experience with pregnancy. At baseline 67.2% respondents reported that they were currently
sexually active, while during post-test about
75.5% reported being sexually active. Asked if
they knew ways of preventing pregnancy, at
baseline 90.8% of the respondents responded
positively, while at the post-test only 26.8%
were positive. (It must be noted that only half
as many students were available for the post
test and it is not clear if they were a selective
group of students.)
It is well known that the source of contraceptive supply has an important bearing on
availability and use. The respondents were
asked about sources of family planning methods in both the pre-test and post-test surveys.
Their responses are shown in Figure 8.1.
Only 3-8% of the respondents identified the
Egerton University health center as a source of
family planning methods at the baseline, increasing to 8.8% at post-test. However, a ma-

39

TABLE 8.5—FAMILY PLANNING
USE AMONG POST-TEST
RESPONDENTS (1993)

TABLE 8.4— EVER CONE FOR FAMILY PLANNING INFORMATION AT
UNIVERSITY HEALTH CENTER
1993

1990

Percent

Response

N

No
Yes

323
425

43.2

Total

748

N

Percent

56.8

28
276

9.2
90.8

100.0

304

100.0

jority of the respondents in both the pre-test
and post-test (56.9% and 47.1% respectively),
stated that the question did not apply to them.
Excluding this group, 18.3% in 1990 and
30.9% in 1993 sought services from other
sources as depicted in Table 8.3. Those who
mentioned the University health center as a
source of family planning services increased
from 8.9% at pre-test to 16.7% at the post-test.
Further analysis, using the Chi-square test
to compare these differences, did not reveal
any significant statistical difference in the
sources of family planning methods (p > 0.1).
However, when asked whether they ever
seek family planning information at the University health center, 56.8% reported positively
at the pre-test while 90.8% reported affirmatively at the post-test as shown in Table 8.4.
This was an increase of over 34% between the
two test periods.

60.8% stated that they were using a family
planning method to prevent pregnancy. When
asked specifically which methods they were
using, 56.4% reported using modern methods
of which condoms were the most commonly
used (36.9%).
On the other hand, the percent who reported that they did not know at baseline
(14.0%) declined to 4.9% at the at the post-test
survey. When asked if they were currently using a method to prevent pregnancy, 39-9% at
pre-test survey were affirmative. At post-test, over
60.8% indicated that they were using a method to
prevent pregnancy. However, this does not necessarily imply that they were using a modern
method. When asked specifically which method
they were using at post-test, 56.4% of the respondents said they were using a modern
method and 23.8% indicated use of other
methods including abstinence (see Table 8.5).

Contraceptive Practice

Attitudes and Perceptions of
Abortion and Pregnancy

While contraceptive practice among students
appears to be low, some students do get supplies of family planning methods from private
clinics. In this study, the respondents were
asked whether they intended to use family
planning methods to prevent pregnancy. Figure 8.2 shows that, at the baseline survey,
more than half (65.9%) reported that they had
an intention of using family planning; at the
post-test, over 84.6% reported that they were
willing to use family planning methods. The
respondents were then asked if they were currently using a family planning method to prevent pregnancy: 39-9% at baseline stated in the
affirmative while 20.7% indicated that the
question did not apply to them. At post-test,

40

Induced abortion is illegal in Kenya except
under limited circumstances. An understanding of people's attitudes about abortion is important for assessing their reproductive health
needs. Respondents were asked to respond to
the question: "What advice would you offer to
a young unmarried girl who finds that she is
pregnant but she does not plan to marry?"
In the baseline survey 60.3 % of respondents said they would encourage the girl to
carry the pregnancy to term while only a
small proportion suggested abortion to terminate the pregnancy. In the post-test, an even
higher proportion (82.8%) said they would
recommend continuation of the pregnancy,

Type of
method

Percent (N=181)

Nothing
Modern
Traditional
Never had sex
Other

11.0

56.4
4.4
4.4
23.8

while there was only a slight increase in the
proportion who would suggest abortion (from
7.7% to 11.6%)
When asked what should be the consequences for a female student who becomes
pregnant, the following responses were reported (see Figure 8.3). At the baseline, less
than a quarter of the respondents reported
that the pregnant student should be sent
home, while 21 percent reported that the
woman should be allowed to determine her
own destiny. At post-test, about the same percentage indicated that the girl should be sent
home, but there was a notable increase
(48.5%) in favor of the pregnant student being
allowed to determine her own destiny.
Sexually Transmitted Diseases,
Including AIDS

Information on knowledge and incidence of
sexually transmitted diseases (STDs) was also
solicited. The incidence of STDs among students increased from 10.1% in 1990 to 27.9%
in 1993- This could be a reflection of either an
increase in sexual activity or an increased
number of students seeking treatment for
STDs over the 3-year period. The proportion of
those who had heard of AIDS increased significantly, from 50.8% in 1990 to 95.8% by
post-test in 1993, implying that nearly all students were aware of the existence of AIDS.
Attitudes Toward the
University Health Center

An indication of the acceptability of university
health service is the extent to which people

FIGURE 8.3—PERCENT DISTRIBUTION OF RESPONSES TO WHAT SHOULD BE
DONE TO A PREGNANT STUDENT
48.5

50

44.9

40

30

20
14.1
10

Be sent
home

Be given
leave

• 1990

HI! 1993

Other

Own
destiny

None

Allowed to
continue

TABLE 8.6—ATTITUDES TOWARD THE UNIVERSITY HEALTH CENTER
1993

1990

Attitude
Comfortable
Afraid
Embarrassed
Other

Male
N=601
Percent

Female
N=165
Percent

Male
N=177
Percent

Female
N=56
Percent

54.7
12.6
19.0
13.6

50.3
36.4
6.7
6.7

61.6
11.9
18.6
7.9

51.8
14.3
30.4
3.6

utilize these facilities. The responses in Figure
8.5 indicate that more than half of the respondents said they were comfortable with the services at the health facility and less than a
quarter reported being "embarrassed" to use
the clinic. If the attitudes are assessed in terms
of gender (Table 8.6) at least half of both
male and female respondents stated that they
were comfortable with the health facility.
However, there were significant differences
in the responses regarding attitudes toward the
health facility between the two periods under
study (Chi-square statistic, p > 0.1). The difference observed in the attitude toward services at the health center before and after the
intervention was a true difference. The
strengthening and enhancement of the center's services did have a positive impact on stu-

dent use as evidenced by the increase in the
proportion of students who reported using the
health center as a source of family planning
(8.9% in the pre-test vs. 16.7% at post-test).

Summary
Knowledge and Practice of
Family Planning

The Demographic Health Surveys of 1989 and
1993 revealed high proportions of knowledge
on family planning methods and their sources
among adolescents. This study, where over
90% of the respondents were under 25 years of
age, also revealed similar findings. Students
were knowledgeable about family planning
and were aware of methods of preventing
pregnancy. However, utilization of the family
planning services by students, particularly at

the Egerton University health center, was
shown to be low, emphasizing that it is one
thing to know about contraception and another to use it. Only a small proportion of the
respondents reported ever having used a
method of family planning to prevent pregnancy. However, the intention of using family planning methods was high and the
attitude toward contraception was positive.
These revelations suggest a need to translate
intentions into actual use. For instance in
1990, the intention was 65.9%, while actual
reported use was 35.9%. Intention rose to
84.6% in 1993 with increased condom use
(36.9%) reported as one method for preventing pregnancy.
An additional determinant of contraceptive
use is the availability of the family planning
services. Egerton University health center offers
family planning among other health services.
Nearly half of the respondents said they were
comfortable with the services at the facility.
However, the utilization of the facility for family planning services remained low. Respondents reported using oilier facilities outside the
University health center for contraception. This
preference needs to be addressed, looking
more closely at various aspects of the service
delivery to determine why few students go to
the health center for family planning.
Sexuality and Pregnancy
Sexuality among adolescents has been shown
to be on the increase in most parts of the
world. This study also reveals that sexual activity among university students is common,
with a majority of studenLs reporting that they
are sexually active, the majority of students
being in the 17-to-25-year age bracket.
Adolescent girls in Kenya are getting pregnant at very high rates. The general feeling
among the students was that pregnant students should be allowed to continue with their
studies and should be left to determine their
own destiny (i.e., whether or not to terminate
the pregnancy).
Given the high rate of sexual activity
among adolescents and the low contraceptive
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use among unmarried sexually active adolescents, it is important to understand the factors
that are associated with unprotected intercourse. Early childbearing can interfere with
young women's education, their health, and
the health of their children. At Egerton University pregnant women students are allowed
only a two-week maternity leave after delivery.
A two-week leave is comparatively short for
both the mother and infant, resulting in a tendency for pregnant students to either terminate the pregnancy or stay out of school for a
longer time, hence losing a whole year's study.
In Kenya, abortion is legal only when the
intention is to save the life of the woman. It
came out clearly that most respondents would
encourage a pregnant woman to carry the
pregnancy to term rather than to abort.
Sexually Transmitted Diseases
and AIDS

The study indicates that STD infections more
than doubled over the three-year period of
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the study. With a sexually active population
such as university students and an environment where preventive measures are not promoted aggressively, it is most likely that the
numbers of those infected will continue to increase. Currently, condoms are available but their
use for prevention of STDs and AIDS needs to
be promoted by the university health clinic.

Conclusions
The findings from this study indicate that the
university student population studied is knowledgeable about family planning and that the
University health center does provide family
planning services. Utilization of these services,
which was low in the initial survey (56.8%),
increased substantially after the intervention
(90.8%). Utilization of the University health
facility is important as most other services are
over 25 km away from the campus.
However, despite the intervention, actual
contraceptive use among students remained
low even though the intention of use was

quite high in both surveys. The implication of
this is that innovative strategies need to be
initiated so that students with the intention of
using family planning services actually make
use of the services available.
Views on abortion and pregnancy among
this group are quite clear. Students feel that
what to do about an unwanted pregnancy
should be an individual's decision, and that
women's decisions should be respected; only
about 14% of the respondents in both surveys
felt that a pregnant woman student should be
sent home (i.e. expelled from school). Thus,
the university administration should be encouraged to revisit the policy of sending pregnant students off residential campus.
It is known that the attitudes of personnel
who provide health and family planning services can determine the extent of clients' contraceptive use. Therefore, the responsiveness of
the health service in meeting students' needs
should be carefully assessed and modifications
made where necessary.
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